S.-A. Tydskrif 


vir Geneeskunde 


Blad van die Mediese Vereniging van Suid-Afrika 


South African 5 
Medical Journal 


Organ of the Medical Association of South Africa 


the 


Incorporating the South African Medical Record and 
Medical Journal of South Africa 


Waarby ingelyf is die South African Medical Record and the 
Medical Journal of South Africa 


Registered ot the General Post Office as a Newspaper By die p as 


Cape Town, 11 September 1954 ' Kaapstad, 11 September 1954 
Weekly 2s. éd. Vol. 2 Neo. 7 Weekliks 2s. 6d. 


IN THIS ISSUE—IN HIERDIE UITGAWE 


Editorials : Van die Redaksie 
Diamox (Acetazoleamide) 
Diamox (Asetasoleamied) 
Haemoglobins, Normal and Otherwise 


Original Articles : Oorspronklike Artikels 


The Surgical Aspect of Bullfighting 

Oor Akrodinie (Pink Disease) by Kinders 
Extra-Genital Surgical Emergencies of the Abdomen in Pregnancy 
Diamox — A Report of its Use in Congestive Cardiac Failure 


Association News : Verenigingsnuus : New Federal Council Members 1954 — 1957 
Passing Events: In die Verbygaan 

In Memoriam : Alfred Cox, O.B.E., LL.D., Hon. M.A., M.B., B.S. 

A Guide to the Maintenance of Ethical Standards 

Reviews of Books : Boekresensies Correspondence : Briewerubriek 


Support Your Own Agency Department (P. xxv) 


Ondersteun u Eie Agentskap-Afdeling (BI. xxv) 
Professional Appointments (Pp. xxv-xxvi) 
Professionele Betrekkings (BI. xxv-xxvi) 


Sulphatriad’ has been clinically proven and is now widely accepted 
im genera! practice as the sulphonamide preparation of choice 
combining rapid absorption, good tissue distribution and marked 
therapeutic effect with a high degree of safety. 


‘SULPHATRIAD 


trade mark 
COMPOUND SULPHONAMIDES 
Available as 0°5 Gm. tablets and as a suspension 
Manutactured and distributed in South Afric« 


PORT ELIZABETH Tel: 89011 (3 tines) 


Itisa safe 
practice— 


when ‘ Sulphatriad’ 
is im routine use 


MAI 40. 


MAYBAKER (S.A.) (PTY.) LTD P.O BOX 1130 


q 
F< 
4 
Fs 
| 
4 
j | 
‘ 


ii S.A. MEDICAL JOURNAL 11 September 1954 


FOR THE RELIEF OF 


mental and 
emotional 
distress 


In the management of overt or concealed mental and 
emotional distress tactful reassurance often needs 
to be reinforced by practical measures, and the 
administration of ‘ Drinamyl’ is often 

very helpful because it induces a sense of 
tranquillity and cheerfulness. 

Frequently this interlude of inner calm 
enables the patient to take a more 
reasoned view of his difficulties 
and thus to break the web 
of anxiety in which 
he has become entangled. 


IN 


a balanced combination of containers of 25 tablets. 

‘Dexedrine’ and amylobarbitone Each tablet contains 5 mg. dextro- 
amphetamine sulphate (‘ Dexedrine’) 
and 32 mg. (gr. 4) amylobarbitone. 


- PHARMACEUTICALS (PTY.) LIMITED, DIESEL STREET, PORT ELIZABETH 
(Associated with Menley & James, Limited, London) 


for Smith Kline & French International Co., owner of the trade marks‘ Drinamyl’ and ‘ Dexedrine’ 


* Drinamyl” is available in 
DLP23SA 


11 September 1964 


S.A. TYDSKRIF VIR GENEESKUNDE 


is. a nique 


send for 
professional 
literature 


Westdene Products (Pty.) Ltd. 


JOHANNESBURG 
Phone 23-0314 


22-24 Essanby House 

P.O. Box 7710 

CAPE TOWN: 211 CTC Build Corporation 

PRETORIA: 222 Central Day Street Phone 3-3487 
DURBAN: 66/67 National Mutual Buildings, Corner Smith and Gardiner Streets mr 2-4975 


175 Jeppe Street 


Adrenosem semicarba soll salicylate), 
a synthetic complex, systemic hemostat, 
rate or does not affect blood compon- 
ents as d with clot formation. ‘a 

= safety that there are no contraindications in the — | 
‘re€ommendéd dose. Case histories attest its val. 
ue as a hemostat in surgery and in patholo 

| 

1 


S.A. MEDICAL JOURNAL 11 September 1954 


LOTYCIN 


(Erythromycin, Lilly) 


RUG OF CHOICE... 
NO SERIOUS SIDE EFFECTS 


FFECTIVE WHERE OTHER 
ANTIBIOTICS FAIL 


UTHORITATIVE INTERNATIONAL 
REPORTS 


ETHAL TO BACTERIA 


Eli Lilly International Corporation 
Indianapolis 6, Indiana U.S.A. 


iv 
|: 
| 
= 
i> 
ERYTHROMYCIN, 


South African Medical Journal 


Suid-Afrikaanse Tydskrif vir Geneeskunde 
P.O. Box 643, Cape Town Posbus 643, Kaapstad 


Kaapstad, 1] September 1954 


Cape Town, 11 September 1954 
Vol 28 Neg Weekliks 2s. 6d. 


Weekly 2s. 6d. 


CONTENTS — INHOUD 


Extra-Genital Surgical Emergencies of the Abdomen in Pregnancy 


The Surgical Aspect of Bulifighting. Willem P. Steenkamp, Jun., 


Surgeon 777 J. T. Louw, Ch.M., F.R.C.O.G., and J. H. Louw, Ch.M. 788 
Editorials: Van die Redaksie Diamox — A Report of its Use in Congestive Cardiac Failure. 
Diamox (Acetazoleamide) Morris Helman, M.B., Ch.B. 793 
Clemens Passing Events: die Verbygaan 794 
Haemoglobins, Normal and Otherwise 780 ORE. UD. MA. MB. BS. 
Oor Akrodinie (Pink Disease) by Kinders. Jonssen, M.B., Ch.B., in red Cox, 
M.D 78) A Guide to the Maintenance of Ethical Standards : . 794 
Association News : Verenigingsnuus : New Federal Council Members Reviews of Books : Boekresensies 795 
1954 — 1957 Correspondence : Briewerubriek 7%6 


with the . 
COMBINED ACTION 
of 
ATROPINE and PAPAVERINE 


NO SIDE EFFECTS 


TABLETS 50 mgm oe 


CA N | AMPOULES 1 « 125 mom : 


Spasms of smooth muscle :- 


Coronary vessels, bronchi, alimentary tract, bile-duct, 
urinary tract, genital organs. 
Essential hypertension, migraine, neurovegetative dystonia. a 


Under the formula of Asta-Werke AG. Brackwede-Germany. 


Manufactured in South Africa by 


NORISTAN LABORATORIES (PTY.) LTD — SILVERTON/PRETORIA 


Please Support Our Advertisers —- Ondersteun Asseblief Ons Adverteerders 


i 
| 
‘ 
= 
Pats 
. 
; 
: 
ee 
7 
re. 
7 
= 
2 4 


S.A. MEDICAL JOURNAL 11 September 1954 


PROLONGED THERAPY 
WITH REDUCED 
OTOTOXICITY 


‘MIX TAMYCIN..... 


streptomycin sulphate 
dihydrostreptomycin sulphate 


‘Mixtamycin’ is a mixture of streptomycin and dihydro- 
streptomycin. Dose for dose, *Mixtamycin’ has the same 
therapeutic effect as either antibiotic alone but the amount 
of each antibiotic administered is halved. Thus, the incidence 
of ototoxic reactions associated with prolonged therapy of 
streptomycin alone or dihydrostreptomycin alone is reduced. 


‘Mixtamycin’ may, therefore, be given for longer periods. 


P ACKS: injection-type vials of Distributed by the associates and agents of: 


one mega unit (boxes of 5 vials) 
and 5 mega units (single packs). 
Each mega unit contains the 
equivalent of 0.5 gramme 
streptomycin base and 0.5 
gramme dihydrostreptomycin 
base. 


Monutactured by 


THE DISTILLERS COMPANY (BIOCHEMICALS) 


owners of the trademark ‘Mixtamycin 


ALLEN & HANBURYS LTD. 
BURROUGHS WELLCOME & 


BRITISH DRUG HOUSES, LTD. 


EVANS MEDICAL SUPPLIES 
IMPERIAL CHEMICAL 
(PHARMACEUTICALS) 


co. 


LTD. 


LTD. 


PHARMACEUTICAL SPECIALITIES 


(MAY & BAKER) LTD. 


LIMITED, LONDON 


THE DISTILLERS COMPANY 
| 
3 


11 September 1954 S.A. TYDSKRIF VIR GENEESKUNDE 


| 


j 


Sedative> 


TRISAN 


in Bronchial ASTHMA 


TRISAN — Homme! is an established agent in the 

symptomatic treatment of bronchial asthma and related 
states. It combines in its formula both sedative and anti- 
spasmodic drugs of recognized performance. 


COMPOSITION Physicians experienced in asthma have 
long recognized the value of concurrent prescription of Potassium 
Iodide and Chloral Hydrate; a small dose of Soluble Barbitone 
is added as a sedative adjuvant to enhance their therapeutic 
effect. Trisan therefore comprises — 


CLINICAL INVESTIGATION shows that 

Trisan produces spasmolysis and relief of expectoration in 
nocturnal asthma; its sedative component satisfactorily 

encourages sleep and provides an additional value in 

asthma complicated by hypertension. 


INDICATIONS frisan is indicated in bronchial 
asthma, especially nocturnal ; certain types of hypertension ; YY a 
allergic diathesis. It is contra-indicated in iodine allergy 

and hyperthyroidism. 


DOSAGE Four fi. drachms in } tumblerful of fluid during 
attacks or before retiring; prophylactically: 1 to 2 fi. drachms 
nightly for 2 to 3 weeks. 


PACKING Standard: Bottles of 4 fl. 0z.; Dispensing: 16 fl. oz. 
% Trade Mark Reg’d. Not publicly advertised 


HOMMEL’S HAEMATOGEN & DRUG CO. 
121 NORWOOD ROAD, LONDON, S.£.24 


Our Sole Agents for SOUTH AFRICA :— Messrs. LENNON LIMITED 

P.O. Box 39. CAPE TOWN ~- P.O. Box 24. PORT ELIZABETH - P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 

P.O. Box 1102. BULAWAYO, Southern Rhodesia - P.O. Box 379. SALISBURY, Southern Rhodesia 


==) 
\ We CS; er & 
mud 
erapentic 
4 
—— 
4 
SS 
SSS 
227/77 
é 
4 
Ff WS 


viii S.A. MEDICAL JOURNAL 11 September 1954 


BECALMED... 


Tue convalescent has success- 
fully weathered the storm of acute illness but finds it difficult to 
recover from the aftermath. The patient is depressed, lethargic, is 
in fact in a state of being becalmed. 

In such cases a good tonic is needed to speed the voyage to recovery, 
and many physicians have found the answer in Waterbury’s Compound. 
Waterbury’s supplies easily assimilable iron, supported by manganese, 
= 4 calcium and phosphorus in rational proportions to ensure proper metabolic 
ql rn utilization. In addition, Waterbury’s makes available guaiacol and creosote 
as tasteless, odourless sulphonates, 


readily acceptable even to finicky ’ 
WATERBURY S 
WILLIAM R. WARNER & CO. (PTY.) LTD., ( 0 p 0 U N D 


6-10 Searle Street, Cape Town. 


DOCTOR, It all starts with the DIAPHRAGM 


The KOROMEX METHOD—Koromex Diaphragm and 
h wv Koromex Jelly—is the physician's answer to the vital 
problem of Family Spacing. Widely endorsed by the 
medical profession, the Koromex Method _ fulfils 
essential requirements — SAFE - EASY TO USE 
AESTHETICALLY - ACCEPTABLE - HARMLESS. 


The method is based 
on the experience of 234 clinics, 
140 Hospitals, and over 50,000 
Physicians. 


Koromex 


VULCO cuemicat co. 3754, JOHANNESBURG 


~ = 
\ = 
y oe 
= / | 
—e 
3 
d 


11 September 1954 


S.A. TYDSKRIF VIR GENEESKUNDE 


World’s Largest Producer of Antibiotics 


Discoverer of 


tetracycline 


newest broad spectrum antibiotic 


Tetracyn* 


BRAND OF TETRACYCLINE 


newest broad-spectrum antibiotic 


newest anti-infective agent 


Sole Distributor: 
Worbd’s Largest Producer An PETERSEN LTD., 
Y P.O. Box 38, Cape Town. 
VITAMIN-MINERAL FORMULATIONS P.O. Box 5785, Johannesburg. 
113, Umbilo Road, Durban. 


HORMONES South Africa. 


* TRADEMARK OF CHAS. PFIZER & CO., INC. 


PFIZER LABORATORIES (SOUTH AFRICA) (PTY) LTD., P.O. Box 7324, Johannesburg. 


| TETR OW 
Wl Tetra, able. You 
| fe made 
“Venous cola. 
Pfizer 
| 
| 


x S.A. MEDICAL JOURNAL 11 September 1954 


Gm 


RESPIRATORY CENTR Sen, PULMONARY EDEMA 
FAILURE and 


Cardophylin provides &. point coverage 


Trede Mork 


in controlling the various complications of heart failure 


Cardophylin is presented in tablets, suppositories and 


ampoules for intramuscular and intravenous odministration. 
Literature available from British Chemicals and Biologicals ($.A.) (Pty). Led. 
259, Commissioner Street, Johannesburg, South Africa, Telephone: 23-1915, 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 


\ 


South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


P.O. Box 643, Cape Town 


Posbus 643, Kaapstad 


Cape Town, 11 September 1954 
Weekly 2s. 6d. 


Vol. 28 No. 37 


Kaapstad, 11 September 1954 


Weekliks 2s. 6d. 


THE SURGICAL ASPECT OF BULLFIGHTING 


WILLEM P. STEENKAMP, JUNIOR 


Surgeon 


Spain and bullfighting have almost become synonymous. 
Unfortunately the foreigner has always been too ready 
to accuse the Spaniard of cruelty in this his national 
pastime, and he has thus lost sight of the fact that 
bullfighting, or rather bull-running (corrida de toros), is 
in reality a highly scientific as well as a polished sport, 
demanding an intricate knowledge of animal psychology 
and anatomy, as well as nerves of steel and intense 
physical fitness on the part of the matador and his team. 


THE BULLFIGHT 


Before discussing the surgical aspect, it might be of 
interest to give a short summary of the events leading up 
to the final act, which is the death of the bull. Half an 
hour is allowed for the killing; this time is subdivided 
into different periods and each period is announced by 
a fanfare of trumpets. 

On entering the arena, the bull is first ‘played’ by the 
toreros, or runners, who are unarmed and only serve to 
acquaint the animal with his opponents. Next enter 
the picadors or mounted pikemen, with their horses’ 
flanks proteced by mattresses. When the bull tires himself 
by attacking the horse, the picador plunges his lance, 
which has a blunt point protected by a guard (very much 
like a quinsy knife), into the bull’s cervical dorsal muscles. 
The lance cannot inflict too much damage because of 
the guard, but serves to tire the neck muscles so that the 
bull’s head will be lowered when the time comes for the 
the final thrust. Then short, barbed javelins are planted 
skin-deep in the bull’s shoulders, which serves to in- 
furiate him still more. 

Only now the matador comes on the scene—the most 
thrilling part, for now one man alone faces an infuriated 
fully-grown 5-year-old bull straight from the Pampas, 
where for generations bulls have been bred for their 
ferocity, and where they never in any way come in contact 
with man until the day of the fight. The matador gets 
10 minutes in which to kill the bull, and there now follows 
an exhibition of footwork, agility and elegance such as 


no boxer or ballerina can ever hope to achieve—and this 
in the face of death. At the end of the allotted period, the 
matador must demonstrate his knowledge of anatomy, 
his iron nerve and his unswerving accuracy; his life 
depends on these. 

The rules of the game demand that the matador stand 
in front of the bull and sink his sword directly into the 
mediastinum, thus puncturing either the heart or the 
aorta in order to cause instant death. The thrust is made at 
the centre of an imaginary circle 6 inches in diameter and 
enclosing the tips of the bull’s scapulae. This is the most 
dangerous part, for whilst the matador has already 
escaped goring, tossing and trampling, he may now be 
impaled by a sudden upward thrust of the bull’s head. 
To attain his purpose the matador must either kill with 
one thrust, or protect himself should this manoeuvre fail. 

The sword is about 36 inches long with the tip slightly 
bent. The tip must always point medially in order to get 
past the vertebral column and find the vital structure just 
beneath it. The plunge must be exactly perpendicular 
and no bone must be hit, otherwise the sword will be 
deflected and the bull not killed, with added danger to 
the matador. in order to attain this he must choose a 
moment when the bull is facing him squarely, with head 
lowered and feet together. This partially opens the 
blades of the scapulae and leaves a soft area for penetra- 
tion of the blade while the matador crosses his arms, 
holding in the left hand his cape between himself and 
the horns and in the right hand the sword, to administer 
the coup de grace. The bull usually collapses instan- 
taneously. If not, the matador again with unerring 
precision, drives a short pike into the medulla oblongata, 
and all is over. 


INJURIES 


The type of injury inflicted on the matador usually 
depends on the stage of the fight. While ‘playing’ the 
bull, the matador frequently receives glancing blows from 
the horns, but his tightly-fitting silk costume, which is 
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heavily embroidered with gold, offers very good 
protection against this contingency. When the final 
thrust into the mediastinum is given, the blade often 
strikes the vertebral column or a rib, and either glances 
off or penetrates the soft tissue horizontally. The bull 
then throws up his head violently, catching the matador 
in the groin, penetrating the abdomen (a correda) or 
tossing him to the ground. 

The danger to the matador must be seen to be believed; 
hence it was interesting for the author to go into the 
morbidity figures which were kindly put at his disposal 
by Dr. Francisco Millet, a leading surgeon in Barcelona 
and a recognized specialist in all injuries related to 
bullfighting. Dr. Millet succeeded his father as Surgeon 
to the Arena after Millet, senior had held this position 
for 25 years. 

Attached to all arenas is a well-equipped operating 
theatre (enfermeria) complete with blood, plasma, etc., 
held in full preparation for any major surgical operation 
from the moment the fight starts. It is in the surgeon’s 
discretion and power to refuse permission for the fight 
to begin, should he not be satisfied with the surgical 
arrangements. Next to the theatre is a double ward where 
patients are left to recover from the anaesthetic before 
being removed to a nursing home. Minor injuries are 
also treated on the spot, enabling the actors in most 
cases to go back into the ring. Practically all cases receive 
anti-tetanus serum on the spot. 

Dr. Millet sees a minimum of 300 bulls killed a year, 
and over 4 years he has admitted to hospital on an 
average 25 cases a year. Upon these, he performed 


20 major operations without mishap. His cases were: 


1 case of perforated thorax. 
closed by primary suture and on the 30th day the matador was 
fighting again. 

4 cases of ruptured femoral vein. 

15 cases of ruptured long saphenous vein. 


Lung was intact. The wound was 


Dr. Millet, senior saw during 25 years the following: 
9 cases of perforated abdominal wall. 
2 cases of perforated bowel. 
1 death on the spot: the bull's horn perforated the abdominal 
wall and in turn the diaphragm and the heart. 

All the other cases recovered. 

The highest mortality seems to be among the 
espontaneos, the youngsters who slip through the cordon 
of police and jump into the arena, often armed only with 
a stick and an overcoat. They play the bull until they 
are dragged out of the arena and sent to gaol for 10 days. 
Their motive is to catch the eye of some prospective 
patron who might finance their training. The author 
saw two espontaneos narrowly escape serious injury on 
one day; the South African Chargé d’ Affaires in Spain, 
Mr. J. Bruce, saw one killed in Madrid last year. No 
official figures are available, however, since the espon- 
taneos are not officially attached to the arena. The 
highest morbidity is among the picadors who frequently 
sustain fractured limbs through being pinned by their 
horses when the latter are thrown by the bull. 

Dr. Millet considers the reason why the greatest 
number of injuries are not serious or fatal is the fact 
that the recipient is on the move when the injury is 
sustained; and thus the horns glance off the tight-fitting 
silk uniform. The matador’s abdomen moreover is 
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swathed in several layers of linen, which further tends to 
protect the underlying soft structures, and his ankles 
are strapped, since a sudden twist or sprain may cost 
him his life. 


TRAINING 


While studying for his profession the matador is 
expected to study bull psychology; the well-known 
fighter, Domingo Ortiz, was actually believed to be able 
to hypnotize the bull. The matador is taught to try 
and remain on his feet at all costs, to avoid trampling and 
goring. Should he fall, he must immediately start rolling 
out of the bull’s way. 

The average fighter starts at the age of 18 years but 
usually retires early, for after about 7 years he has made 
enough money to buy a ranch and breed bulls, in the 
same way as the retired boxer invests in a pub! In 
between seasons fighters usually go to a ranch and keep 
fit by sparring with cows or young bulls, or they go to 
Mexico, where the fighting-season corresponds with the 
‘off’ period in Spain. 

The fighter takes only very light nourishment for 12 
hours before a fight, in order to ensure maximum alert- 
ness as well as have an empty stomach in case of 
perforation. Their fitness can be vouched for by the 
writer, who saw 7 ‘tosses’, only one of whom was taken 
to the enfermeria. When examined he seemed very 
shocked and had a pulse-rate of 120. The most serious 
injury discovered, however, was a tear in his beautiful 
silk trousers; the rent was stitched and one hour later 
he was back in the ring. Dr. Millet states that the fighters 
are so hardened physically as well as_psychically 
that in most cases he has difficulty in persuading them 
to take anaesthetics. He has often done suturing lasting 
well over an hour while the patient smoked in lieu of an 
anaesthetic. 


CONCLUSIONS 


After a close study of bullfighting in all its phases one 
comes to the inevitable conclusion that compared with 
rugby and the domestication of animals, it is the least 
dangerous, and far less cruel than the everyday tortures 
inflicted on animals such as castration, branding, crop- 
ping of ears and tails, starving and overcrowding in 
trucks, and finally the brutal cruelty perpetrated at the 
abattoirs, where a struggling steer, already maddened by 
the smell of blood, is slowly but surely drawn by the aid 
of a machine-driven windlass, to the so-called ‘humane 
killer’. 

Bullfighting causes fewer casualties than rugby. The 
author remembers two rugby seasons in which 5 young 
men lost their lives—2 qualified medical men, one 
medical student and 2 boys in their ‘teens’, besides many 
cases of fractured ribs, limbs and collar bones. 

The bull dies in the heat of battle, after 5 years of a 
glorious, undisturbed existence, when he has roamed the 
plains as undisputed master; certainly a contrast with 
his trek-ox brother in other countries. 

And finally, bullfighting provides a marvellous psychic 
outlet for the average Spaniard, who is a born courageous 
fighter, materially poor but spiritually a millionaire. 
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increased analgesia 


decreased toxicity 


for salicylate therapy in rheumatic conditions recent research 
supports the superiority of 


Benesal 


W |, Amer Phorm, Ass. 1946, 35, 225. 
|. Pharmacol. 1947, 89, 205. 
iz. med. Wschr. 1950, 80, 1175, 


Pharmacol. 1951, 101, 275. 
Pharmacol. 1951, 101, 119. 
1951, 2, 629. 
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EDITORIAL 


DIAMOX (ACETAZOLEAMIDE) 


In this issue of the Journal (page 793) there is a case 
report recording striking improvement, if possibly of a 
temporary nature, following on the use of Diamox in a 
patient with intractable cardiac failure. He was given 
750 mg. of diamox a day (by mouth) with injections of 
2 c.c. of mersalyl twice a week, and the dosage was 
reduced until in the third week and subsequently the 
improvement was maintained on a mersalyl injection 
every week or 10 days and a daily dose of 250 mg. of 
diamox. Unfortunately the course of the case was 
interrupted because the stock of diamox gave out. 

Diamox is a sulphonamide derivative 2-acetyl-amino- 
1, 3, 4-thiadiazole-S-sulphonamide. It is a potent 
inhibitor of the enzyme carbonic anhydrase. In the 
normal mammalian kidney carbonic anhydrase plays a 
part in regulating tubular secretion of hydrogen ions. 
Inhibitors of the enzyme reduce this action. The 
characteristic effect of a single primary dose of diamox 
on the kidneys is to produce alkalinization of the urine, 
with diuresis of bicarbonate, sodium, potassium and 
water. 

In recent experiments on dogs this appeared to be the 
pharmacological action of a limited number of small 
doses (daily doses of 5-10 mg. per kg.). A different 
picture, however, is given when doses are administered 
big enough to maintain a plasma level of diamox of 
2-5 micrograms per ml. There was then no ‘recovery 
period’ following the alkalization of the urine (i.e. no 
return of urinary acidification and replenishment of 
plasma-bicarbonate), and the plasma bicarbonate and 
plasma pH remained low. There was complete failure of 
diuresis and urine alkalization after a few doses; and 
under these conditions there was no relation between 
the concentration of diamox in the plasma and its renal 
effects.’ This failure to respond may be due to functional 
alteration of the renal tubular cells, following on the 
combined metabolic and respiratory acidosis which 
occurs when the drug is given in such doses. 

In the treatment of congestive heart failure the use of 
orally administered mercurial diuretic drugs is gaining 
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DIAMOX (ASETASOLEAMIED) 


In hierdie uitgawe van die Tydskrif (bladsy 793) verskyn 
*n verslag oor die merkwaardige verbetering, alhoewel 
moontlik van tydelike aard, wat ingetree het nadat 
diamox aan ’n pasiént, wat aan hardnekkige hartver- 
lamming ly, toegedien is. Die dosis was 750 mg. diamox 
per dag (per mond) met inspuitings van 2 c.c. mersalyl 
tweekeer per week, en die dosis was verminder totdat 
in die derde week en daarna die beterskap gehandhaaf 
is met een mersalyl-inspuiting elke week of 10 dae en 
*n daaglikse dosis van 250 mg. diamox. Ongelukkig 
was die loop van die behandeling onderbreek omdat 
die voorraad diamox opgeraak het. 

Diamox is ’n sulfonamiede-derivaat 2-asetiel-amino- 
1, 3, 4, -tiadiasool-5-sulfonamied. Dit is ’n sterk strem- 
mer van die ensiem koolsuur-anhidrase. In die normale 
nier van soogdiere speel koolsuur-anhidrase ’n rol in 
die regulering van die afskeiding van waterstof-ione 
deur die buise. Stremmers van die ensiem verminder 
hierdie werking. Die kenmerkende uitwerking op die 
niere van ’n enkel eerste dosis diamox is die alkalisasie 
van die urien, met diurese van bikarbonaat, natrium, 
kalium, en water. 

In onlangse proefnemings met honde het dit geblyk 
om die farmakologiese uitwerking van klein dosisse 
te wees (’n beperkte getal daaglikse dosisse van 5-10 mg. 
per kg.). Die uitwerking verskil egter wanneer dosisse 
toegedien word wat groot genoeg is om die plasma-peil 
van diamox op 2-5 mikrogramme per ml. te handhaaf. 
Daar was toe geen ,herstelperiode’ na die alkalisasie 
van die urien nie (d.w.s. geen terugkeer van urien- 
aansuring en aanvulling van plasma-bikarbonaat nie), 
en die plasma-bikarbonaat en plasma-pH het laag 
gebly. Daar was algehele gebrek aan diurese en urien- 
alkalisasie na ’n paar dosisse; onder hierdie omstandig- 
hede was daar geen verhouding tussen die konsentrasie 
van diamox in die plasma en die uitwerking daarvan 
op die niere nie.1 Hierdie versuim om te reageer mag 
te wyte wees aan funksionele veranderinge van die 
nierbuisselle as gevolg van beide metabolism- en asem- 
halingsuurvergiftiging wat plaasvind as die middel in 
sulke dosisse toegedien word. 

Met die behandeling van kongestiewe hartverlamming 
neem die gebruik van mondelingse toediening van 
kwikbevattende diuretikummiddels wyslik toe.2, Wanneer 
vergiftigingsmanifestasies voorkom kan dit te wyte wees 
aan die kwik, maar meer dikwels is dit die gevolg van 
oormatige diurese. 
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wide acceptance. When toxic manifestations occur they 
may be due to mercurialism, but more frequently they 
are the result of excessive diuresis. 

Records of the therapeutic use of diamox in cardiac 
oedema and congestive heart failure are scanty. Thirteen 
patients suffering from this condition were observed in 
one series*. Eleven were kept free of oedema on a dose 
of 0.5 g. of diamox daily, together with a low-salt diet 
and digoxin. The drug had little effect in the presence 
of anasarca and renal decompensation. In some cases 
it was more effective after ascitic fluid was removed. 
Some of the patients were able to dispense with mercurial 
injections completely. 

In another series of 26 patients with congestive heart 
failure diamox was given to 15 under out-patient condi- 
tions and to the remainder as in-patients‘. The individual 
dose was 0.25-0.75 g. given 3 times a day for 2 days, 
with courses repeated every 2-7 days, or by continuous 
administration of 0.25 g. once daily. The excretion of 
sodium was increased in all the cases, and in 18 of them 
there was a clinical response that compared favourably 
with that produced by the injection of mercurial diuretics. 
The most frequent side effects were mild drowsiness, or 
mild paraesthesiae in face and extremities. The drug 
should not be used with ammonium chloride, which 
produces an acidosis that blocks the action. Diamox 
itself produces a mild acidosis. No evidence of renal 
damage or haemopoietic disturbance has been observed. 

The clinical toxicity of diamox may prove to be greater 
than reports yet to hand have shown. Further studies 
are necessary to determine the proper place of this new 
type of diuretic in the management of patients with 
congestive cardiac failure. 
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Verslae oor die terapeutiese gebruik van diamox vir 
die behandeling van hart-edeem en kongestiewe hart- 
verlamming is maar skaars. Dertien pasiénte wat aan 
hierdie kwaal ly is in een reeks waargeneem. Elf is 
edeemvry gehou met ‘n dosis van 0-5 g. diamox daag- 
liks, en met min sout in die dieet en digoxin. Die middel 
het maar min uitwerking in die aanwesigheid van 
watersug en nierdekompensering gehad. In sommige 
gevalle was dit meer effektief nadat die buikwatersug 
verwyder was. Sommige van die pasiénte kon geheel en 
al sonder kwikinspuitings klaarkom. 

In *n ander reeks van 26 pasiénte met kongestiewe 
hartverlamming was diamox toegedien aan 15 as buite- 
pasiénte en aan die orige as binne-pasiénte. Die indi- 
viduele dosis was 0-25-0-75 g. wat 3 keer daagliks vir 
2 dae toegedien is, met herhaling van die reeks elke 
2-7 dae of deur onafgebroke toediening van 0-25 g. 
eenkeer per dag. Die afskeiding van natrium was 
in alle gevalle verhoog en in 18 van die gevalle was daar 
*n kliniese reaksie wat gunstiglik vergelyk het met die 
resultaat van kwikbevattende diuretikuminspuitings. 
Die sygevolge wat die meeste voorgekom het was; 
ligte slaperigheid, of ‘n ligte parestese van die gesig 
en die uiterse ledemate. Hierdie middel moet nie saam 
met ammoniumchloried gebruik word nie, laasgenoemde 
veroorsaak ’n suurvergiftiging wat die uitwerking stuit. 
Diamox self veroorsaak ’n ligte suurvergiftiging. Geen 
tekens van nierbeskadiging of haemopoietiese stoornisse 
is al waargeneem nie. 

Dit mag bewys word dat die kliniese toksisiteit van 
diamox groter is as wat tot nog toe getoon is in die 
verslae ter hand. Verdere ondersoek is nodig om vas 
te stel watter plek hierdie nuwe tipe diuretikum in die 
behandeling van pasiénte met kongestiewe hartver- 
lamming moet inneem. 
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HAEMOGLOBINS, NORMAL AND OTHERWISE 


The subject of the inherited varieties of human haemo- 
globin is one of rapidly-increasing complexity. It has 
long been known that the foetus and the newborn 
child possess a large proportion of a haemoglobin— 
known as foetal or F haemoglobin—which is remark- 
able for its resistance to denaturation in alkaline solu- 
tions. This foetal pigment normally disappears soon 
after birth, but it may be found in adults in a number of 
pathological conditions, both hereditary and acquired, 
which are associated with anaemia. 

The first of the abnormal haemoglobins, haemo- 
globin S, was discovered by Pauling and his colla- 
borators ' in 1949 in cases of sickle-cell anaemia and 
trait. It differs from normal haemoglobin in its electro- 
phoretic mobility, i.e. in its rate of movement in anelectric 
field; and it is also very insoluble when reduced, though 
normally soluble when oxygenated. The phenomenon 


of red-cell sickling depends on this insolubility; when 
the cells are deprived of oxygen the abnormal haemo- 
globin crystallizes out, causing the collapse of the cell 
envelope. 

There were now 3 haemoglobins, A (adult), F, and S; 
but there was worse to come. Sickle-cell anaemia is 
usually due to homozygosity for the sickling gene, 
i.e. to a double dose, one derived from each parent. 
Thus, since the sickling gene is dominant over its normal 
allele, both parents of a child with sickle-cell anaemia 
ought to show sickling. Occasionally a parent whose 
share in the union was undisputed—usually therefore 
a mother—was found whose red cells could not be 
induced to sickle despite the most strenuous endeavours. 
Some of these non-sickling parents were found to be 
carriers of the gene for thalassaemia (Cooley’s anaemia), 
which may combine with the sickling gene to give a 
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clinical picture resembling sickle-cell anaemia. Others, 
however, possessed a new haemoglobin, now called 
haemoglobin C. 

This new arrival had an electrophoretic mobility 
strikingly different from all other varieties. It may, 
as we have seen, occur in combination with haemo- 
globin S to produce the condition designated rather 
cumbrously sickle-cell-haemoglobin-C disease**. In 
combination with normal haemoglobin it produces the 
haemoglobin-C trait, which like the sickle-cell trait is 
symptomless; and in the homozygous state—which 
has recently been described *: °—the gene produces a 
mild haemolytic anaemia characterized by large numbers 
of target cells. Haemoglobin S is common in many 
native African peoples; haemoglobin C, which was 
first discovered in American negroes, has recently been 
reported from West Africa® and will no doubt be 
found elsewhere in the continent. 

Haemoglobin D, also from America, was next on 
the scene.’ Like the C variety, it was first found in 
non-sickling parents of patients with sickle-cell-anaemia- 
like syndromes, now called sickle-cell-haemoglobin-D 
disease. It is very rare and the effects of homozygosity 
for the gene are unknown. In electrophoretic mobility 
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it is identical with haemoglobin S, but it does not lead 
to sickling. Lastly came haemoglobin E,® of which as 
yet little is known. It has a very peculiar electrophoretic 
mobility and appears to derive from Siam. More 
information is expected shortly; by then ‘haemoglobin 
G’ may well have been discovered. 

Note: Our guest writer’s views have proved pro- 
phetic; in a preliminary communication to the Lancet 
at the end of June, Edington and Lehmann described 
haemoglobin G in the blood of a West African.* 
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DISEASE) BY EKINDERS 


E. JANSSEN, M.B., CH.B.(RAND), M.D.(LEYDEN) 


GESKIEDKUNDIGE OORSIG 


Akrodynia is *n mediese term wat afgelei is van die 
klassieke Grieks akros wat top of uitsteekdeel beteken 
en odune, die woord vir smart of pyn. Hierdie term het 
sy verskyning in die Franse en Engelse mediese literatuur 
gemaak, toe daar in 1828 weer ’n epidemiese siekte 
uitgebreek het, wat as kriewel-siekte in die middel-eeue 
al kwaai gewoed het. Dit het toe duidelik geword, dat 
daardie siekte intree na ’n gereélde gebruik van brood 
wat moederkoring—ergot (E), Mutterkorn (D), ergot de 
seigle (F)—bevat. Die siekte het in twee vorme 
ontwikkel; die ergotismus gangreanosus in Wes-Europa, 
die ergotismus convulsivus in Oos-Europa, wat later as 
*n akrodinie, gepaard met ’n gebrek aan vitamine A, 
herken is." 

Met groter voedingsvoorsorg is die swam, claviceps 
purpurea, (wat op rog, secale cereale, parasiteer en in die 
ryp aar die vorm van ’n horinkie, secale cornutum, het) 
verwyder en het akrodinie geleidelik verdwyn en het dit 
moontlik geword om ander akrodiniform-siektebeelde af 
te sonder. 

Maurice Raynaud, ’n dokter in Parys (1834-1881) was 
die eerste om ’n sindroom, wat sy naam dra, te beskryf. 
Dit word nog altyd in boeke oor senuweesiektes 
bespreek.'®. Mitchell Weir het gevolg met erythro- 


* 'n Referaat ingedien op die Suid-Afrikaanse Mediese Kongres 
te Port Elizabeth, Junie 1954. 


Wynberg, K.P. 


melalgia ’n seldsame siekte wat toksikoloé wel met ’n 
kroniese As-vergiftiging gekoppel het. 

Die Franse Skool het /’acrocynanose des jeunes filles 
(blou-rooi hande en voete van jongdogters) beskrywe, 
wat ook erythrocyanosis supramalleolaris, E. symmetrica 
cutis en E. frigida crurum puellarum*® genoem is. Dit 
gaan gepaard met hiperhidrose van hande en voete en 
ook met keratosis pilaris, is daarom deur voedseldes- 
kundiges met ‘n gebrek aan vitamine A in verband 
gebring. Winterhande en voete (chi/blains) *” behoort tot 
hierdie groep van akropatié, so ook mal rosso by 
pellagra. Die seniele en die diabetiese gangreen en lepra 
laat ons buite bespreking. 

Dit was die verdienste van Selter dat hy uit al daardie 
siektebeelde ’n nuwe simptome-kompleks afgesonder het. 
M. Selter “ het in 1903 op die mediese kongres in Kassel 
verslag gedoen oor 8 gevalle van 'n siekte wat hy in 
Solingen aan die Ruhr waargeneem het en wat in die 
mediese literatuur van daardie tyd nog nie beskrywe was 
nie. Selter sé: ,Die siekte het ontwikkel by pasiéntjies 
van ’n leeftyd tussen 18 maande en 34 jaar. Die ver- 
skynsels is ’n bedroefde stemming met angs, die slaap is 
besonder onrustig vergesel van benoude drome. Hulle 
verloor hul spraak, hulle kan nie meer loop nie. Hulle 
sweet baie, wat oorsaak is van ’n klam vel en van ver- 
vellings. Die hande en voete is geswel, rooi en koud. 
Die pasiéntjies het pyn in die hande en voete. Die hare 
val uit, partykeer aan die slape, partykeer oor die hele 
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koppie. Later is daar etteringe om die naelrande en 
bloedvinte. Die inwendige organe vertoon nie afwykings 
nie. Die siekte verloop gunstig, na baie weke of maande 
het die kinders herstel.’ Selter het die siekte tropho- 
dermatose genoem. Hy het die siekte alleenlik by 
dogtertjies gesien, maar dit was maar net ’n toeval, soos 
later duidelik geword het. Sy mededeling het baie indruk 
gemaak, veral op Feer, wat toe 39 jaar oud was. Feer het 
*n besonder sorgvuldige studie van die seldsame siekte 
begin. 

In 1914 lewer Swift * ’n verhandeling op die kongres 
te Adelaide, Australié. Hy het in die afdeling vir Kinder- 
geneeskunde gerapporteer oor 14 gevalle by kinders 
tussen 6 en 16 maande, hy het die siekte erythoedema 
genoem. Baie van die Australiese dokters, wat die 
kongres bygewoon het, het soortgelyke gevalle gesien. 
Daar is toe besluit om op die volgende kongres in 1917 
’n bespreking oor hierdie siekte te reél. Die Eerste 
Wéreldoorlog het hierdie planne omvergegooi en die 
kongres is eers in 1920 in Brisbane gehou. By dié 
geleentheid het Wood en Habile Cole saam verslag oor 
91 gevalle gedoen, wat oor ’n tydperk van 30 jaar waar- 
geneem is. Wood ™ het al in 1916 oor erythoedema of 
Swift’s disease geskrywe. Daar is in dié dae ook in 
Amerika gemeen dat dit in verband staan met voeding 
net soos in die geval van pellagra (Byfield,’° Wood *'). 
Pellagra is in daardie dae ook mal de la rosa en mal rosso 
(rooi-siekte) genoem. Op die kongres is baie aandag 
aan voedingsprobleme en aan die rooi hande gegee, 
sodat op voorstel van Clubb, die siekte pink disease 
genoem is. 

Dan volg ’n publikasie uit Amerika deur Bilderback ° 
oor 10 gevalle wat van 1914 tot 1920 in Portland waar- 
geneem is. In Engeland het Parkes Weber ™ die eerste 
geval daar beskryf. 

In 1922 het Feer, professor in Kindergeneeskunde te 
Zurich, op die kongres van kinderdokters te Bern sy 
eerste bydrae oor die onbekende en raaiselagtige siekte 
gelewer,'* wat hyself ’n vegetatiewe neurose genoem het. 
Sy navorsing was so uitstaande dat die siekte wel as 
siekte van Selter-Swift-Feer bekend is. 

In 1920 gebruik Weston *’ van Columbia vir die eerste 
keer die naam akrodynia, wat met betrekking tot die 
ander akropatié so ’n logiese naam is, dat die siekte nou 
algemeen onder die naam kinder-akrodinie bekend is. 

*n Volledige monografie deur Rocaz ™ is in 1932 in 
Parys gepubliseer. Dit is in Engels deur Wood *° vertaal 
en al die publikasies tot datum is in die monografie 
opgeneem. 

In 1937 het Glanzmann * in ’n gedenkskrif ’n besonder 
mooi artikel gelewer, Studién zur Selter-Swift-Feer 
Krankheit (Infantile Akrodynie). Wierdie artikel, met 
uitstaande foto’s is die beste oorsig oor hierdie siekte. 
Meesterlik word die werk van Feer_ gerefereer. 
Glanzmann wys op die verband van die vegetatiewe 
neurose en endokrien-stoornisse van die skildklier en 
van die bynier. Dit word toegelig met twee eie waar- 


nemings, wel *n aanwysing van die seldsaamheid van 
hierdie siekte. 

Daar is meer ondersoekers *: 1%, wat na- 
vorsing gedoen het insake die rol van die bynier, sonder 
veel resultaat. 
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In *n ander gedenkskrif Livre Jubilaire ter ere van 
prof. Rohmer wat in 1848 gepubliseer is, verskyn ’n 
bydrae van Frontali,** professor in Pediatrie aan die 
Universiteit van Rome oor ,/’Acrodynie est-elle une 
maladie per carence?’ ook met twee eie waarnemings. 
Hierdie artikel van Frontali is van besonder belang, 
omdat dit handel oor die gebrek aan vitamine B, wat hy 
in die bloed van sy pasiéntjies gevind het en oor die 
opvallende verbetering wat na toediening van B, intree. 

Dit was lankal bekend dat dit moontlik is om by rotte 
*n akrodinie op te wek en te genees. Die naam van 
Gyérgy is vanaf 1934 met die B,-probleme 
onvergeetlik verbonde. Hy het akrodinie by rotte 
proefondervindelik opgewek en bewys dat daar ’n stof 
in die B-kompleks is wat dit kan genees en voorkom. 
Daar was heelwat verwarring oor hierdie stof, wat 
faktor Y, faktor I, faktor H. adermin en pieridoksien 
genoem is. Die faktor H wat in die lewer aanwesig is, 
sou nuttig wees, maar Glanzmann™ het gevind dat 
lewerbehandeling by akrodinie in kinders nie doeltreffend 
is nie. 

Later het daar meer helderheid gekom; in 1949 het die 
Institute of Nutrition in Amerika besluit 2* om B, as ’n 
naam aan te neem vir ’n kompleks van pieridoksien, 
pieridoksamien en van pieridoksal. Daar is ook nog 
gevind dat essensiéle onversadigde vetsure ° die akrodinie 
by rotte kan verbeter, maar dat B, vir genesing nodig is. 
Frontali het 100 millegramme B, per dag gegee, (dit was 
aan kinders van 6 en 9 jaar); met geen ander komponent 
van die vitamine B-kompleks het hy resultate gekry nie. 
Frontali wys op die belangrike raad van Feer en Glanz- 
mann: dat ’n goedgebalanseerde dieet nodig is. Frontali 
bespreek die funksie van B, en kom tot die besluit dat 
hierdie stof die aksie van ’n ergon in die sin van Euler * 
moet hé, dit wil sé die aksie van *n ensiem wat vir die 
stofwisseling binnekant die lewende sel van die aller- 
grootste belang moet wees. As hierdie ensiemwerking 
nie daar is nie, gaan dit in alle selsisteme verkeerd. 

Hierdie belangwekkende beskouings van Frontali is 
onvoldoende bekend. Die proefnemings van Gyérgy is 
in 1951 deur Boutwell *® met muise herhaal maar dit het 
in mediese kringe ook nie genoeg indruk gemaak nie. 

Baie meer bekendheid is deur ’n toevallige ontdekking 
van Warkany verwerf. Hy het spoor-elemente in urine 
van kinders bepaal en by ’n kind met pink disease ’n 
betreklike hoé kwik-uitskeiding gevind. (,Hoé’ is dan 
van die orde van 100 gamma per liter urine. | gamma of 
mikrogram is 1/1,000 milligram). Dit was toevallig 
want hyself en Hubbard “ het by meer kinders met 
pink disease Hg-bepalings in die urine gedoen en gevind: 
party het ’n hoé Hg-uitskeiding, maar ander kinders, ook 
met dieselfde siekte, het dit nie. Van die kinders wat wel 
*n hoé uitskeiding gehad het, herstel ’n klompie na 
behandeling met BAL (British Anti Lewisite of 2-3- 
dimerkaptopropanol, verkort: dimerkaprol), maar ander 
het nie gereageer nie. Hierdie bevindings is in ander lande 
bevestig,® 18, 25 ook in Suid-Afrika deur Epstein.'” 

Dit is *n onopgeloste probleem. Party geleerdes meen 
dat dit aan ’n oorgevoeligheid, allergie, '* toegeskryf kan 
word maar dit is ook nie ’n voldoende verklaring nie, 
,baie waarnemers is nie daarvan oortuig, dat kwik ’n 
algemene oorsaak van pink disease is nie’ so beweer die 
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Redaksie van die Suid-Afrikaanse Tydskrif vir Genees- 
kunde tereg. 


EIE ONDERSOEK 


Einde 1940 het ek in die Unie uit Java aangekom en 
3 jaar op die skoolbanke van die Mediese Skool in 
Johannesburg vir die graad M.B., Ch.B. gesit. Ek het 
dit baie geniet, want dit het geleentheid gegee om onder- 
werpe van geografiese geneeskunde en die verskille in 
metodes van mediese onderwys te bestudeer. 

Akrodinie by kinders het om twee redes my aandag 
getrek en by my verbasing gewek dat ek by die eerste 
demonstrasie van blanke buitepasiénte in die Kinder- 
hospitaal (1941) in Johannesburg al dadelik in een uur 
se tyd 2 gevalle van akrodinie gesien het. Die siekte word 
in Europa en Amerika as ’n seldsame siekte beskou,™ 
self het ek in my lewe maar net 4 gevalle vantevore gesien, 
2 in die hospitaal van prof. Gorter in Leyden, 2 in die 
hospitaal van prof. Feer. In Java het ek in 10 jaar nie 
een geval gesien nie en hier sien ek nou 2 op ’n slag. Die 
lektor se bevinding was ook dat die siekte nie so besonder 
seldsaam in Suid-Afrika voorkom nie. 

Dit was vir my nog meer verbasend om die lektor te 
hoor sé, dat dit nie wenslik is om hierdie pasiéntjies in 
die hospitaal op te neem nie weens die gevaar van saal- 
infeksie (cross-infection). Later het ek terdeé besef hoe 
waardevol hierdie aanbeveling was, want die gevaar van 
aansteking met ’n ander siekte is vir enige siek kind in 
die meeste hospitale in hierdie land groot. Die gevaar is 
des te groter vir hierdie pasiéntjies wat gewoonlik nie 
in ’n goeie voedingstoestand is nie. 


Glanzmann in Bern het altyd beweer—en hy was reg— 
dat daar vyf redes bestaan vir die hospitaalverpleging van 
hierdie pasiéntjies: (1) omdat hulle dag en nag gedurig 
hulp nodig het; (2) omdat die ouers dit onmoontlik 


kan gee; (3) omdat die leerling-verpleegster in die 
hospitaal kan sien wat nou regtig moeilike verpleging is; 
(4) omdat die mediese studente van die groot aantal 
simptome baie kan leer; (5) omdat ‘n sorgvuldige 
wetenskaplike ondersoek miskien die oorsaak van die 
geheimsinnige siekte kan ontsluier. Maar in Switserland 
weet hulle hoe om cross-infection te voorkom. 

In Pretoria het ek van 1943 tot 1952 nie minder as 
163 gevalle van kinder-akrodinie gesien nie. Leeftyd 
tussen 6 maande en 34 jaar. Seuntjies en dogtertjies het 
die siekte in celyk getalle gekry. Daar was in die somer 
en winter nie verskil in die getalle nie, maar dit het gelyk 
of die klagte van pyn in die hande en voete en die rooi 
kleur meer in die koue jaargetye optree. Almal was 
blanke kinders, behalwe een Bantu en een Indiér. 

Pehu van Lyon het die geografiese verspreiding in 
Europa in 1932 nagegaan en persoonlik aan my gesé: 
,dit lyk of Frankryk met Switserland die grootste aandeel 
in hierdie siekte het’. As ’n mens nou die literatuur 
bestudeer lyk dit of daar in Australié en veral in Suid- 
Afrika besonder baie gevalle voorkom. Epstein '’ het 
tot dieselfde slotsom gekom. 


SIMPTOME 


Daar word wel gesé dat pink disease die siekte van die 
twaalf P’s is: 
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Pink, Pain, Peevishness, Posture, Photophobia, Pallor, 
Perspiration, Palpitation, Paraesthesia, Peeling, Pustules, 
Paresis. 

Ek is nie lief om lyste van buite te leer nie, onthou 
liewers wat die moeder kan vertel. Gewoonlik hoor 
mens dan dat die kind siek geword het sonder ’n op- 
vallende begin, maar daar is gevalle waar ’n verkoue met 
’n bietjie koors en wat uitslag met rooi spikkels (miliaria) 
in die begin gesien is. Vra mens dan of die kind voor 
daardie verkoue regtig mooi gesond was, dan hoor ’n 
mens heel dikwels, ,hy het baie gesukkel met die kry 
van tande!’ (Dit was dan die rede vir die onwetende 
moeder om ’n huismiddeltjie, teething powders, te gee. 
Die deurbreek van die eerste dentisie speel in die gedagtes 
van die publiek, wat nooit ’n skyn van mediese voorligting 
kry nie, nog net so ’n groot rol as in die middel-eeue, 
sodat baie mense nog onder die indruk verkeer dat dit 
die enigste oorsaak van enige kindersiekte is, terwyl dit 
die mees natuurlike gebeurtenis in ’n kinderlewe is.) 

Vra ’n mens dan wat daar nou verkeerd is, dan is dit 
gewoonlik die veranderde stemming wat opgeval het: 
die kind is lusteloos, prikkelbaar en sikkeneurig, hy wil 
nie eet nie, word kwaad en driftig as kos aangebied word. 
Die kind vryf die hande en voete en sé ,eina’. Die hande 
en voete is somtyds rooi of pers, maar daar is heelwat 
gevalle waar hierdie kleur nie opvallend is nie. Vir ligte 
gevalle is die naam pink disease nie tiperend nie. Die 
vervelling van hande en voete, wat later optree, kan 
partykeer heeltemaal ontbreek of besonder gering wees. 

Meer opvallend vir die moeder is die sterk sweet- 
afskeiding (hyperhydrosis), wat in baie gevalle, ook by 
voldoende bad en wissel van kleertjies *n eienaardige 
muisegeur (mousy odour **) het. Hierdie geur het ek 
alleenlik nog by kinders met pellagra gevind. 

Die vogtige vel is koud, die deurstroming met bloed is 
gering. Die gesig is bleek, maar die oogrande is rooi, die 
kind is skrikkerig vir die lig (photophobia). Die traan- 
afskeiding is verhoog, die neus loop; die speeksel loop 
uit die oop mond en dit gee aan die treurige uitdrukking 
van die kind se gesiggie ‘n facies dolorosa (smartelike 
gesig) soos by geen ander siekte gesien word nie. 

Wat vir die ouers so afmattend is, is die verskynsel van 
slaapstoornisse. In die nag skrik hulle wakker met ’n 
skreeu, hulle het slegte drome. Baie pasiéntjies slaap nie 
meer in die nag nie, alleenlik nog ’n bietjie oordags. Dan 
1é hulle dubbel gevou in die bed met die kop tussen die 
bene en demonstreer so onwillekeurig die hipotonie van 
die spiere. Hierdie houding word wel in verband gebring 
met die maagpyn wat party kinders voel, sonder dat daar 
iets met die maag verkeerd is. Die hipotonie van die 
spiere verklaar ook waarom die kind wat al gepraat het 
dit verleer en wat al geloop het nie meer kan staan nie. 
Die lusteloosheid werk hier natuurlik ook ongunstig. 

Kinders, wat as gevolg van kriewel-gevoelens (paraeste- 
sié) en pyn die hande en voete vryf en krap beskadig die 
vel, sodat etteringe (paronychia) en bloedvinte ontstaan, 
wat goed reageer op antibiotika, sonder dat dit die siekte 
self verbeter. 

By ernstige gevalle kan die sirkulasie-stoornisse so 
groot wees dat dit tot weefsel-afsterwing (nekrose) 
aanleiding gee. 

Dit is die verskynsels wat die moeder gedeeltelik self 
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meedeel, gedeeltelik bevestig as sy die vrae van die 
dokter beantwoord. 

So lyk dit nogal eenvoudig om aan die diagnose 
kinder-akrodinie te dink, maar so eenvoudig is dit nie. 
Hierdie beskrywing is dié van gevalle wat ten volle 
ontwikkel het. As ’n moeder verstandig is, sal sy die 
dokter vroegtydig inroep, lank voordat al die verskynsels 
volledig ontwikkel het. Daar is ook heelwat gevalle 
wat die verskynsels nooit volledig ontwikkel nie (formes 
Srustes). 

Enige diagnose van ‘n siekte in die eerste stadium is 
moeilik; ‘n ander dokter, wat later ingeroep word, het 
dus in konsultasie ’n beter kans om die regte diagnose 
te maak, nie noodsaaklik omdat hy slimmer is nie, maar 
omdat hy later kom. Die diagnose kan regtig moeilik 
wees, want enige siek kind is lusteloos, prikkelbaar, wil 
nie eet nie, sal sleg slaap. 


ONDERSOEK 


Ook by ondersoek word daar dan objektief betreklik 
min afwykings gevind by ’n kind wat subjektief so siek is. 

*n Geoefende waarnemer sal getref word deur die bleek 
gesigskleur, die treurige stemming, die ‘rooi o€ en die 
prikkelbaarheid van die kind as hy uitgetrek word. Let 
op en sien hoe hy teen die ouer hang en steun. 

Dan is daar in ongekompliseerde gevalle ’n bleek kind 
wat nie anemies is nie, die konjunktivae is rooi. Daar is 
nie koors nie, daar is min klierswellings in die nek, nie 
ander klierswellings nie. Die vel is koud en klam, die 
ondérhuidse weefsel en ook die spiere voel slap. Daar is 
nie afwykings in die hart en longe te hoor nie. Die onder- 
soek van die longe verdien besonder aandag, omdat 
gevalle wat ongunstig verloop dikwels broncho- 
pneumonie ontwikkel en daaraan sterf. Die hart, lewer, 
en milt is nie vergroot nie. Daar is niks abnormaal 
omtrent die buik nie, ook nie by die kinders wat kwaai 
maagpyn het nie. Die reflekse is in die begin normaal, 
kan later verlaag wees of verdwyn. 

Die keel is nie rooi nie, mangels en adenoide nie 
vergroot nie. Die ore en dromme is normaal en in die 
fundus van die oé is niks abnormaals te vind nie. 

Alleen is mens by die ondersoek getref deur die vinnige 
pols (tachycardia). Die polstelling by ’n prikkelbare kind 
wissel baie, na gelang die toestand van sy emosies. Dus 
sal die moeder moet leer hoe om in die slaap die pols te 
tel, sy moet die bevindings opskryf, met datum en uur 
daarby. Dan sal gevind word dat die pols ook in die slaap 
besonder vinnig is. Hierdie teken ontbreek nooit nie, dit 
is die eerste van Feer se drie kernsimptome. Die tweede 
kernsimptoom is die verhoogde bloeddruk (sistolies 
110-150, diastolies 70-90). Beide simptome kan vir ‘n 
lang tydperk, ook gedurende die herstel-periode, voor- 
kom. 

Die derde kernsimptoom van Feer is ‘n verhoogde 
bloedsuiker (hyperglykaemie) wat na toediening van 
glukose ’n diabetiese verloop vertoon. Oor hierdie derde 
simptoom, waarin ek glo, bestaan nog nie ’n volle ooreen- 
stemming nie. Vir die algemene praktyk behoort dit tot 
die spesiale ondersoek. 
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LABORATORIUMONDERSOEK 


Die roetine-ondersoek van die urine lewer as ‘n reél niks 
besonders nie behalwe, in enkele gevalle, reduksie veral 
na gebruik van lekkergoed. Die verkleuring van Benedict 
of van Fehling se vloeistof is dan duidelik. Na vergisting 
van die urine met suurdeeg word dit negatief, wat al 
bewys dat daar glukosurie was. 

Daar is gewoonlik nie albumine aanwesig nie of 
andersins net *n spoor daarvan. Mikroskopies: nie 
vormbestanddele nie, daar is dus nie selle, silinders of 
abnormale epiteelselle nie. Pyelonephritis, wat ook so ’n 
bleek gelaatskleur kan veroorsaak, is hiermee al uit- 
gesluit. 

Bloedondersoek. Die roetine-ondersoek toon somtyds 
*’n verhoogde haemoglobiengehalte, verhoogde rooi- en 
witseltelling, wat, soos Feer opmerk, deur dehidrasie 
(baie sweet en min drink) verklaar kan word. Die 
differensiéle telling van die witselle in die bloedsmeer 
lewer normale getalle. 

In ongekompliseerde gevalle is daar in die harsing- 
rugmurgvloeistof nooit afwykings gevind nie, X-straal- 
plate is normaal, die elektrokardiogram het hier alleenlik 
akademiese waarde. 

Wie in die uitsonderlike posisie is om mikro-bepalings 
in die urine te kan doen, sal somtyds kwik in die urine 
vind in ’n konsentrasie van byvoorbeeld 500 gamma Hg 
per liter, wat na behandeling met BAL in 14 dae tot 
10 gamma kan daal. Die vraag is wat is ’n normale 
kwikgehalte? Daar is baie meer wetenskaplike vrae, 
wat bespreek sal word as die behandeling verduidelik 
word. 


DIFFERENSIELE DIAGNOSE 


Oorweging moet geskenk word aan ’n begin van 
rumatiekkoors, van rheumatoid arthritis (Still se siekte), 


van harsingontsteking, van kinderverlamming, van 
tuberkuleuse meningitis, van pyelitis en pyelonephritis, 
van polyneuritis. 

By ondersoek is dit dan die negatiewe uitkomste wat 
die gedagtes in die rigting van kinder-akrodinie moet 
stuur. 


PROGNOSE 


Daar is skrywers (Verboom *°) wat die prognose gunstig 
stel, al kan dit wees dat die herstel besonder stadig sal 
wees, daar is ander skrywers (Goebel 2°) wat die letaliteit 
op 25% (!) stel. Die verskil is waarskynlik deur plaaslike 
omstandighede (voeding, verpleging) verklaarbaar. Ek 
het twee pasiéntjies verloor (een armblanke kind, een 
Bantu) beide was besonder ernstige gevalle met nekrose 
van die vingers. In die algemeen is die prognose afhanklik 
van die voedingstoestand by die begin van die siekte en 
van die doelmatige verpleging met regte voeding en 
beskerming teen aansteking. As aan hierdie voorwaardes 
voldoen is en daar nie nekrose ontwikkel nie, is die 
prognose gunstig. 


BEHANDELING 


Die behandeling sal in teenstelling met Europa by die 
huis gedoen moet word en die algemene praktisyn sal die 


. 
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leiding moet gee. Hy moet verhinder dat die kind in 
aanraking kom met ander kinders, wat moontlik ‘n 
aansteking kan oorbring. 

By die behandeling speel drie faktore *n groot rol. 
(1) Die begin is gemik om die kind rus te gee, die kamer 
moet donker en stil wees. Gewoonlik is die kinders dors, 
gee dus gedurig water of vrugtesap met ’n bietjie suiker. 
Die voeding bespreek ons onder (3). (2) Verbied met 
nadruk die gebruik van huismiddeltjies. As *n genees- 
middel om verligting en rus te gee is my, van al die tiental 
middels wat al aanbeveel en deur my getoets is, maar net 
een bekend, wat regtig mooi werk. Dit is Bellergal, wat 
al in 1934 deur Rothlin * op ’n wetenskaplike grondslag 
ontwikkel is. 

Die redes waarom Bellergal by die behandeling van 
kinder-akrodinie beter resultate oplewer as ander 
kalmerende middels is waarskynlik te danke aan die feit 
dat Bellergal, in teenstelling met ander kalmerende 
middels, nie alleenlik inwerk op die sentrale senuweestel- 
sel nie, maar ook beide vertakkings van die outonome 
senuweestelsel rem, as *n gevolg van die verskillende 
bestanddele. ‘n Pilletjie Bellergal bevat Bellafoline 0.1 
mg., ergotamine-tartraat 0.3 mg., en fenobarbiton 
20.0 mg. Bellafoline bevat al die linksdraaiende alkaloide 
van die belladonna en is twee keer so aktief as atropien, 
dit werk kalmerend op die parasimpatiese stelsel. 
Ergotamine-tartraat is *n adrenolitiese agens en werk 
remmend op oormatige simpatikus-prikkeling. Feno- 
barbiton versterk sentraal die sedatiewe werking van 
bellafoline en ergotamine-tartraat. 

Mayerhofer ** was die eerste, wat die superioriteit van 
Bellergal bo ander sedatiewe stowwe by die behandeling 
van kinder-akrodinie waargeneem het. Glanzmann ™ 
is baie tevrede met hierdie middel, as dit nie in te klein 
hoeveelhede gegee word nie. Sy aanbeveling is 2 en 
selfs 3 pilletjies op ’n dag vir ’n baba van 1 jaar, hy dink 
in bepaalde gevalle kan meer gegee word. Dit is reg, 
ek het gevalle gehad, waar die ouers so tevrede was oor 
die werking dat hulle die dubbele dosis (!) gegee het, 
sonder om te vra, en dit sonder nadeel! 

Ek begin die behandeling by ’n baba van | jaar met 2 
pilletjies Bellergal op ’n dag (1 elke 12 uur). Die tweede 
dag 3 (1 pilletjie elke 8 uur), die derde dag 4 (1 pilletjie 
elke 6 uur) en dan een dag nie Bellergal nie. Daarna 
weer 3 pilletjies en die volgende dae 3 of meer as dit 
nodig is. Die sedatiewe werking is baie individueel, die 
een kind het meer nodig as die ander een. Dit is nie 
wenslik om meer fenobarbiton te gee nie. Pethidien is 
besonder ongewens. 

Onthou, kinders kan nie pilletjies sluk nie, hulle byt dit 
stukkend en, omdat die inhoud bitter is, sal hulle dit 
uitspoeg. Om hierdie moeilikheid te voorkom, laat ‘n 
pilletjie "n kort rukkie in water skud, dan los die suiker- 
bekleding op. Neem die pilletjie, voordat die suiker 

heeltemaal opgelos is, uit die water, druk dit stukkend in 
*n lepel en meng die inhoud met heuning, konfyt, 
sjokolade of iets wat die kind nog wil neem. 

As die slaap verbeter, verbeter ook die stemming en die 
eetlus. By ‘n twyfelagtige geval kan Bellergal goeie 
dienste lewer, ek het die gebruik by oorvoede siek kinders 
of wat om ‘n ander rede baie prikkelbaar is of nie kan 
slaap nie besonder leer waardeer. As die kind rustiger 
word is dit *n groot stap vorentoe, want dan word die 
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moeder ook rustiger, wat so nodig is vir die regtig 
moeilike verpleging wat nou volg. 

Die tweede maatreél, wat ek as ’n spesifieke middel 
leer waardeer het is die gee van suurdeeg in die vorm van 
D.C.L. (Distillers Company Ltd.) tablette, fyngemaak 
en gemeng met heuning of piesang of iets wat die kind 
wil neem. Suurdeeg, in hierdie vorm bierg‘s, bevat die 
volledige vitamine B-kompleks, boonop is die gehalte 
van vitamine B, die hoogste van alle natuurlike voeding- 
stowwe. Dit het my duidelik geword dat daar betreklik 
groot dosisse nodig is. Aan ‘n baba van | jaar gee ek 
om te begin 3 tablette op ’n dag en meer as dit moontlik 
is om dit in te kry, 9 tablette is wenslik. Dit is nie toksis 
nie en het ’n sekere mate van voedingswaarde.™ 

Nadat ek die artikel van Frontali *' gelees het en die 
B, in tabletvorm verkry kon word (bv. Benadon wat 
20 mg. Bg per tablet bevat) gee ek ook nog 2 tablette B, 
per dag. Ek het die indruk dat 9 D.C.L. tablette alleen 
ook voldoende is. Frontali het ’n sorgvuldige ondersoek 
met betrekking tot B, gedoen, ek volg derhalwe sy 
aanwysings. 

Die derde maatreél betref die voedingsprobleem en 
dan mis mens weer die hulp van die kinderhospitaal, 
waar die kombuis die apteek vir die siek kinders is. Die 
kennis van die voeding van die siek en gesonde kind is 
onontbeerlik. Onder geen omstandigheid moet die kos 
ingeforseer word nie. Begin met ’n bietjie sop van vleis 
en/of groente met taamlik kombuissout, sag gekookte 
rys, suurmelk-mengsel van tuis-afgeroomde melk 
met toevoeging van suiker en ander koolhidrate, soet 
lemoensap, gerasperde biltong, ’n paar druppels gekon- 
sentreerde visolie. 

Die dokter wat die kennis en die geduld het om met die 
moeder die kos vir die siek en die herstellende kind te 
reél en weet hoe siek kinders kan reageer en ook nog 
bereid is om baie teenslae en teleurstellings te verdra, sal 
die beste resultate kry. 


VOORBEHOEDING 


As gevolg van die werkkring wat ek gehad het, het ek 
baie gesonde babas en kleuters gesien en advies i.v.m. hul 
voeding gegee en nog nooit het ek onder daardie kinders 
akrodinie sien ontwikkel nie. Ascaris lumbricoides 
(wurms) kom orals in die wéreld by kinders voor, baie 
kinders het ek behandel met santonien-kalomelpoeiers, 
nog nooit het dit ‘n akrodinie veroorsaak nie. Maar 
daardie kinders was almal gesonde kinders met ’n 
eenvoudige goedgebalanseerde dieet. 

Hierdie waarnemings bewys bloedweinig, omdat die 
aantal teething powders wat sonder medewete van ’n 
dokter gegee word duisende en meer beloop. 

Nou, met die onsekerheid betreffende die Hg as 
oorsaak, moet ’n mens versigtig wees, ’n dokter mag nie 
die minste risiko neem nie as dit vermy kan word nie, 
derhalwe moet kalomel, kwiksalf, merkuri- of merkuro- 
in watter vorm dan ookal nie voorgeskryf word nie. 
Waarsku teen teething powders! Navorsing oor die 
verskillende merke van hierdie poeiers het aangetoon dat 
almal kalomel bevat.* Dit is die taak van die dokter 


*Sedert hierdie navorsing het sekere vervaardigers kalomel uit 
hul poeiers verwyder en bemark nou ‘n kwikvry produk (sien 
Van die Redaksie (1954): S. Afr. T. Geneesk., 28, 162). 
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om op die misbruik van hierdie huismiddeltjies te wys. 
Teething powders het in die Unie die grootste verkoop 
van al die vry verkoopbare geneesmiddels. (Mondelinge 
mededeling van aptekers en invoerders van medisyne). 
Waarsku! Nie enkel om die gevaar van die kwik nie, of 
van die aspirien of van die luminal, wat partykeer ook 
besonder ongewens kan wees, maar waarsku veral teen 
die bygeloof dat die kry van tande, wat ’n normale 
gebeurtenis is, in ’n kinderlewe ’n oorsaak van siekte 
kan wees. 

Wat is die gevaar van hierdie bygeloof? Die eerste 
dentisie is gewoonlik nie volledig voor die kind 34 jaar 
oud is nie. In daardie tyd sal die onwetende moeder, wat 
onvoldoende voorligting gekry het, die tande blameer vir 
enige siekte by die kind, sy roep die dokter nie in nie maar 
hardloop vir ’n teething powder. Hierdie middel genees 
die siekte nie, maar die moeder sien wel verandering in 
die stoelgange deur die kalomel, in die koors deur die 
aspirien, in die onrus deur die luminal. Die moeder is 
nog nie tevrede nie, sy dink: te min teething powders 
en gee meer! Dan kan daar ’n uitsonderlike toestand 
ontstaan en word dit moontlik dat die merkuro- as ‘n 
swaar metaal gaan werk, want arseen en thallium kan 
net so maak (Fanconi '*). 

Die remmende werking van metale op bepaalde 
ensieme word uitvoerig bespreek deur Tauber,** hy noem 
koper, silwer, kwik, antimoon en ook broom. ’n Ensiem 
soos ko-karboksielase kan so _ geinaktiveer word. 
Bladergroen ’ wys op die besonder klein hoeveelhede, wat 
by ,oligodynamiese prosesse’ nog duidelik invloed het, 
dit gaan dan om konsentrasie van 10°. Dit is so min, 
dat dit buitekant ons berekening val, maar daar is tog 
vasstaande feite bekend, mens moet dus versigtig wees. 

Die vitamine B-kompleks en die essensiéle onversadig- 
de vetsure lewer die boustowwe vir ’n groot aantal van 
belangrike ensieme. ’n Volkome gebrek aan vitamines en 
vetsure kan derhalwe ’n siektebeeld laat ontstaan te 
wyte aan afwesigheid van ensieme, maar ’n soortgelyke 
siektebeeld moet ontstaan as die ensieme wel daar is maar 
inaktief gemaak is deur blokkering. 

By goeie voeding is daar miskien ’n oorskot en so is dit 
denkbaar dat ’n kind met Hg tog nog van die siekte 
vryspring. Dit bring ons, na die gunstige ervaring met die 
behandeling, weer op die wetenskaplike vrae! 

Wat is ’n normale Hg-gehalte van urine by kinders? 

Is ’n aantoonbare spoor Hg nie altyd abnormaal nie? 

Wat is die normale B,-gehalte van die bloed by 
kinders ? 

Is dit laag by akrodinie-kinders ? 

Is dit hoog by kinders wat wel ’n hoé Hg-gehalte het 
en nie siek is nie? 

Wat is die posisie by BAL-behandeling, het kinders 
wat nie verbeter na BAL nie, min B, in die bloed? 
(Die BAL-behandeling, wat by ’n egte Hg-vergiftiging met 
merkurisoute—kalomel is merkuro—besonder mooi 
resultate gee (Roskam *’) lewer in party gevalle met 
kinder-akrodinie geen resultaat, daar moet ‘n rede 
hiervoor bestaan.) Het die spierslapte (atonie) iets met 
’n kaliumgebrek te doen? Hoe staan dit met die natrium, 
kalium en kalsium in die bloedserum? 

Hoe gaan dit met die porfirinurie? 

Hierdie en meer vrae kan alleenlik in ’n kinderhospitaa! 
met moderne laboratoriumgeriewe nagevors word. 
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Vir die algemene praktisyn is dit ’n groot troos, dat 
hy ook sonder die wetenskaplike antwoorde uitstekende 
werk kan doen deur die moeder te wys op die belangrik- 
heid van doelmatige voeding en op die gevaar van 
huismiddeltjies wat kosbare tyd vir behandeling in die 
begin van die siekte laat verloor. 


REHABILITASIE °° 


Dit is nog ’n punt vir die algemene praktisyn om nie te 
vergeet nie. Die pasiéntjies met akrodinie sal by ‘n 
voorspoedige verloop tog enkele maande siek wees en 
mens moet nog met onverwagte teenslae rekening hou. 
Hoe ouer die kind hoe meer sal die langdurige siekte hom 
affekteer, maar babatjies ly ook baie. 

In die begin is die kind al sikkeneurig, gedurende die 
siekte treurig en onrustig, hy gee dan die tipiese beeld 
van ’n ongelukkige kindjie, hulle is heeltemal anders as 
gesonde kinders, wat opgewek en vrolik is. 

As die kind herstel, het hy sy spierkrag verloor, hy 
kan nie so entoesiasties soos voorheen beweeg nie. Dit 
alles sien die moeder, wat sy verpleegster is, sy voel net 
so ongelukkig, sy sal neerslagtig word. 

*n Neerslagtige verpleegster is ’n swak verpleegster, hoe 
liefdevol sy ook mag wees. Dit is weer ’n rede, waarom 
dit so moeilik is om sonder die hulp van ’n kinder- 
hospitaal met hierdie langdurige siekte mooi klaar te 
kom. Dit is dan weer die dokter wat kan help. As die 
dokter goed verstaan hoe groot die vermoeibaarheid van 
die kind nog is, hoe labiel sy emosies nog is, hoe gemaklik 
hy met koors op kleine infeksies kan reageer, dan kan die 
dokter dit aan die moeder verduidelik en aan die moeder 
moed gee om die stadige herstel van hierdie treurige 
siekte blymoedig af te wag. 

Hierdie taak van die algemene praktisyn is wel heelte- 
mal verskillend as dié wat die Lancet ** in gedagte gehad 
het‘... .anattempt should be made to discover whether 
this miserable condition, which exhausts child and 
mother is in fact produced by druggists, doctors and 
old wives.’ 

Met die hulp en die raadgewing van die dokter sal die 
pasiéntjies met ’n gebalanseerde voeding kan regkom en 
nuwe gevalle sal op dieselfde manier voorkom word. 


SUMMARY 


Historic Survey: The term acrodynia was introduced in 
1828 in French and English literature for the medieval 
‘itching disease’ (ergotismus) and other acropathies 
(Raynaud’s disease, erythromelalgia, l’acrocyanose des 
jeunes filles, chilblains, mal rosso—old name for 
pellagra). 

The first descriptions of an infantile form of acrodynia 
were made by Selter (1903) as Trophodermatose, by 
Swift (1914) as Erythroedema, which was given the name 
of Pink Disease in a congress in Australia in 1920, and 
by Feer (1929) as Vegetatiewe Neurose. 

Reference is made to a monograph by Rocaz in French 
(1932) and in English (1933), an excellent survey by 
Glanzmann (1937) discussing therapy with Bellergal and 
well-balanced diet (Feer), the investigation by Frontali 
(1948) into vitamin-B, deficiency as an etiological factor, 
Warkany’s Hg trace determination in the urine (1948) and 
the calomel disease of Fanconi (1947). 


4 


11 September 1954 


S.A. TYDSKRIF vIR GENEESKUNDE 


The need for a modern method of controlling many of the 
distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 


Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhoea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 


GUANIMYCIN 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 
In bottles to prepare 4 fluid ounces. 
Literature on application. 
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Before it is approved for shipment, Kodak Blue Brand X-ray 
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processed, and tested in this recording densitometer. 
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The knowledge, experience, and skill which enables a surgeon to save 
human lives deserves only the finest of Sutures — that slender thread 
which may mean life or death. 


Davis & Geck “‘timed-absorption”’ Catgut Sutures offer: 


®@ High tensile strength 

@ Secure knots 

@ Predictable absorption time 
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@ Complete sterility 
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Davis & Geck Inc. Thechray 
A unit OF AMERICAN Cpanamud COMPANY P.O. Box 2726 


One Casper Street, Danbury, Connecticut, U.S.A. and P.O. Box 816, Cape Town 


| When Life 
Hangs by 
a Thread | 
(2 
(Sat 
\ 


11 September 1954 


Symptomatology: The many signs and symptoms in 
fully developed cases are considered, and the few in 
mild cases (formes frustes); also the nucleus syndrome 
of Feer: tachycardia, hypertension and hyperglycaemia. 

Laboratory Tests are considered. 

The Etiology is still uncertain. Is it Hg-intoxication 
or hypersensivity? Is it a deficiency? Is it an oligo- 
dynamic action of heavy metals (trace elements)? The 
suggestion is made that it may be a lack of vital enzymes. 

The Differential Diagnosis is discussed. 

Prognosis: good in mild cases, bad in serious cases 
with necrosis. 

Therapy. Reasons are given why these little patients 
ought to be treated at home. Three important points 
in the treatment are emphasized: (1) nursing in a quiet, 
half-dark room; the sedative action of Bellergal; 
(2) the administration of relatively large doses of vitamin- 
B complex; (3) a knowledge of the balanced feeding of 
the sick and healthy child. 

Prevention. Children do not acquire the disease who 
are correctly fed and do not have contact with heavy 
metals (Pb, As, Hg, TI). 

Rehabilitation. Emphasis is laid on the help and 


advice that the general practitioner can give the parents 
during the period of recuperation. 


Hartelik dank aan prof. J. M. Watt en dr. N. de Boer van die 
Departement vir Farmakologie, Universiteit van Witwatersrand 
om met my die invioed van spore van swaar metale op ensieme te 
bespreek en aan dr. W. Grotepass, senior lektor in Biochemie aan 
die - van Pretoria om die urine op Porphyrine te onder- 
soek. 
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EXTRA-GENITAL SURGICAL EMERGENCIES OF THE ABDOMEN IN 
PREGNANCY* 


J. T. Louw, Cu.M., F.R.C.O.G. 
and 
J. H. Louw, Cu.M. 


Departments of Obstetrics and Gynaecology and of Surgery, University of Cape Town 


Although almost every known surgical lesion has been 
described in the gravid patient, acute abdominal emergen- 
cies are fortunately uncommon during pregnancy; 
reported incidence rates vary from 0.1% to 2°. The 
reason for this relative freedom from emergencies on 
the part of the expectant mother can no doubt be 
explained on the basis that 9 months is but a short time 
in the average span of life. The incidence of urgent 
surgical lesions in general is the same irrespective of 
whether the patient is pregnant or not, but on the other 
hand the pregnant woman is exposed to additional acute 
intra-abdominal lesions caused by the enlarging uterus 
itself. 

Many mistakes have been made in the handling of 
acute surgical lesions in pregnant women and there are a 
number of reasons for this. Firstly, the operator may be 
a surgeon who lacks experience in the management of 
obstetrical conditions or a gynaecologist who has had 
insufficient experience in the handling of acute surgical 
lesions. Secondly, the pregnant woman tends to regard 
nausea, vomiting, constipation and vague abdominal 
pains as her lot and does not complain about such 
symptoms, or her doctor brushes her complaints aside 
and prescribes a placebo without further ado. Thirdly, 
the enlarged uterus tends to mask underlying pathological 
conditions, with the result that the unwary may lose 
valuable time and the patient invaluable ground. 

It is the object of this paper to indicate the commoner 
surgical emergencies that may occur during pregnancy, 
to point out that careful assessment of symptoms and 
signs usually reveals the diagnosis, and to discuss the 
management of such cases. During the past 8 years we 
have dealt with a number of patients suffering from 
abdominal emergencies during pregnancy, which are 
conveniently classified into 3 big groups, viz.: 
(1) inflammations, (2) obstructions of hollow muscular 
organs, (3) haemorrhages. 


INFLAMMATIONS 


Intraperitoneal inflammatory lesions account for more 
than three-quarters of extragenital surgical emergencies 
in pregnant women. In about three-quarters of these the 
appendix is responsible, in about one-tenth the gall 
bladder, and in the remainder a variety of lesions, 
including pancreatitis, perforations, diverticulitis, 
Crohn’s disease, Meckels, etc. 

Whatever the initial focus, infective lesions are always 
more serious in the pregnant than the non-pregnant 
woman because: 

1. Protective adhesions are less likely, the omentum 
and bowel being pushed away by the enlarging uterus. 


* A paper presented at the South African Medical Congress, Port 
Elizabeth, June 1954. 


2. The inflammation tends to be more acute because of 
the increased vascularity of the parts. 

3. Drainage is less free and pus tends to burrow deeply 
in all directions, aided by uterine contractions. 

4. Thrombosis and phlebitis are more common. 

5. Distension compromises respiration sooner. 

6. There is a risk of abortion, premature labour, 
uterine inertia, infection of the uterine contents and 
death of the newborn child. 

All these risks are greatly increased when the infection 
spreads beyond the initial focus. The outlook is best 
early in pregnancy and most serious during labour and 
the puerperium. 


Diagnosis 


Early diagnosis is of paramount importance in all 
inflammatory lesions and merits some consideration. 

Acute Appendicitis. This is by far the commonest 
surgical complication of pregnancy and about 10 cases 
are treated at Groote Schuur per year. Diagnosis is 
often very difficult and the accepted clinical symptoms 
and signs may be considerably altered or masked, 
because: 

1. The appendix is displaced by the enlarging uterus. 
Upward displacement commences at the end of the 
3rd month and by the end of the 6th month the appendix 
reaches the iliac crest or umbilicus. It returns to its 
normal position by the 10th or 12th day after delivery. 

2. The appendix tends to be hidden by the uterus in 
the later months of pregnancy. Apropos of this, it is of 
interest that appendicitis is diagnosed most frequently 
during the first trimester, less so during the second and 
only rarely during the third trimester. Furthermore, it is 
well known that appendicitis occurring late in pregnancy 
is not commonly diagnosed until perforation has 
occurred. It would appear that appendicitis is not really 
less common in the latter months of gestation but that 
the condition is only diagnosed when of a serious type. 

3. Pain in the right iliac fossa is fairly common in 
pregnant women, especially during the first trimester and 
consequently patients and doctors alike tend to be lulled 
into a false sense of security and do not give it the atten- 
tion that it merits. 

4. Rigidity is usually not so well-marked as in non- 
pregnant women because of the thinning of the 
abdominal musculature. 

5. Murphy’s sequence of pain-vomiting-fever often 
does not apply because of morning sickness and malaise 
during the early months. 

Such being the difficulties, how do we make the diag- 
nosis? The first and most important point is always to 
think of the appendix as a possible cause of abdominal 
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pain in a pregnant woman. The next point is to consider 
very carefully every symptom and sign; and we would 
like to emphasize the following: 

1. Abdominal pain associated with pyrexia at the 
onset or very shortly afterwards is usually due to some 
condition outside the pregnant uterus and the appendix 
is the most probable cause. 

2. Examination of the patient in the left lateral position 
renders palpation of the appendicular area much easier. 

3. The tenderness remains fixed with changes of the 
patient’s position in cases of appendicitis, whereas in 
genital lesions it shifts. 

If, after careful consideration of every point in detail, 
appendicitis cannot be excluded with certainty, then 
exploratory operation should be considered, because 
perforated appendicitis is a particularly serious disease 
for both mother and child, whereas removal of an 
unruptured appendix does not carry any great risk. 

Acute Cholecystitis. This is much less common than 
acute appendicitis and tends to occur in the latter half 
of pregnancy. The symptoms are usually more severe 
and jaundice more common than in the non-pregnant 
state. The diagnosis may be difficult because: 

1. Costal margin pain and tenderness due to stretching 
of muscular attachments are not uncommon during 
pregnancy and consequently the pain of biliary disease 
may be brushed aside as insignificant. 

2. Severe upper abdominal pain with nausea, vomiting 
and even jaundice may occur in toxaemia and it may be 
very difficult to differentiate the symptoms of acute 
cholecystitis from this. 

3. In the late weeks of pregnancy physical signs are 
masked by the enlarged, gravid uterus. 

On the whole, the diagnosis does not give rise to much 
difficulty and if there is any doubt it is far wiser to wait 
and see rather than to look and see. We have had 2 cases 
of acute cholecystitis and in neither was there any 
difficulty in the diagnosis. 

Acute Pancreatitis. Acute pancreatitis is not un- 
common in pregnancy. It may occur at all stages of the 
pregnancy and during delivery and manifests a strong 
tendency to relapse, especially during the puerperium. 
Primigravidae are more frequently affected than multi- 
parae. The diagnosis should be thought of in cases of 
hyperemesis gravidarum and in all cases with sudden 
onset of nausea, vomiting and epigastric pain and 
tenderness. It is confirmed by estimations of serum- 
amylase and urinary diastase. We have not had any 
cases where the diagnosis was made, although in retro- 
spect it appears that there may have been cases. 

Perforated Peptic Ulcers. Peptic ulcers are very rare 
during pregnancy. Sandweiss et a/. found one proved 
duodenal ulcer and one proved gastric ulcer in 70,310 
pregnancies. Avery Jones did not find a single proven 
peptic ulcer in 10,000 pregnancies in the Middlesex 
Hospital. This may be due to the fact that there is a 
notable reduction in the free and total gastric acidity 
in pregnancy, particularly during the second trimester. 
The secretion of acid returns during the last month of 
pregnancy and rises considerably immediately after 
delivery. It is thus not surprising that complications of 
peptic ulcers tend to occur at the end of pregnancy and 
during delivery. 
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A previous history of ulcer and the sudden onset of 
pain which tends to radiate downwards to the lower 
abdomen should suggest the diagnosis of perforation. 
A straight X-ray of the abdomen is of great value in 
confirming the diagnosis and should be done in all 
suspected cases. 


We have had one case where this complication occurred, viz. 
Mrs. E.I., a 43-year-old 17th gravid patient, who developed a 
perforation of a carcinomatous ulcer of the stomach on the 8th 
day of the puerperium. 


Other Inflammatory Lesions. Many other inflammatory 
lesions have been described in pregnant patients, e.g. 
diverticulitis, perforation of the bowel, Meckel’s diver- 
ticulitis, Crohn’s disease, etc. All of these are excessively 
rare and as a rule the diagnosis is not made until the 
infection has spread to the peritoneum. 


We have had 2 rather unusual cases, viz. Mrs. M.M., a 40-year- 
old Sth gravid, who presented with localized peritonitis secondary 
to a ruptured amoebic abscess of the left lobe of the liver in the 
24th week of pregnancy, and Mrs. V.D., a 32-year-old 3rd gravid, 
who developed a spreading peritonitis secondary to torsion of 
appendices epiploicae of the sigmoid at term. 


In such cases it is often not possible to determine the 
cause of the peritonitis until laparotomy is done. 


Treatment 

The management of acute inflammatory disease during 
pregnancy should follow the same principles as in the 
non-pregnant state. If indicated, surgery must be carried 
out without delay regardless of the pregnancy and its 
duration. 

In acute cholecystitis and acute pancreatitis, which do 
not tend to cause spreading peritonitis, conservatism, 
i.e. drip and suction, is indicated although it may 
occasionally be necessary to drain or remove an 
empyaema of the gall bladder. 


In one of our cases, Mrs. M.G., a 30-year-old 2nd gravid, 
operation was necessary in the 24th week of pregnancy because of 
impaction of a stone in the common duct. She made an uninterrupt- 
ed recovery and was delivered of a normal infant at term. 


In other inflammatory lesions, and especially in acute 
appendicitis, the risk of spreading peritonitis is so great 
that immediate laparotomy becomes imperative. While 
the inflammation is localized to the offending organ the 
risk to the mother’s life is no greater than in the non- 
pregnant and the risk of interrupting the gestation is 
about 10°. On the other hand, once the infection starts 
spreading, the mortality rate increases to 20% while the 
abortion rate increases to over 50%. Once diffuse 
peritonitis has developed the abortion rate is as high as 
65°%% and the maternal mortality rises to 30%. If peri- 
tonitis occurs during the last trimester of pregnancy, 
labour or the puerperium the situation becomes most 
grave, with a maternal mortality rate of 50% and the 
child is usually stillborn. 

During the first 7 months of pregnancy the procedure 
to be adopted is straightforward and follows that in the 
non-pregnant state. If there is a spreading peritonitis, 
perform laparotomy, deal with the offending organ 
(e.g. remove the appendix) and drain but do not interfere 
with the pregnancy. If there is diffuse peritonitis, con- 
servatism gives the best results. 
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On the other hand, the management of spreading 
peritonitis during the last trimester and in labour is one 
of the most difficult surgical and obstetrical problems 
that we might have to face and there is considerable 
divergence of opinion about the proper course to be 
followed. The following alternatives present themselves: 

1. Complete conservatism, i.e. antibiotics, drip and 
suction, and allow labour to take its own course. With 
this method the risk to the mother is considerable, 
because uterine inertia will almost certainly develop and 
the chances of producing a live baby are negligible. We 
would recommend it only in severely toxic patients with 
diffuse peritonitis. 

2. Operate to deal with the offending focus, drain the 
peritoneum and allow labour to take its natural course. 
This method has much to commend it. Once the focus 
of infection has been removed, the peritonitis can be 
controlled with antibiotics. The risk to the mother is 
therefore considerably reduced, while the risks of 
abortion and foetal death are also diminished. If 
necessary further steps can be taken say 48 hours later, 
when the infection is under control, and if there are 
indications of maternal or foetal distress. It is the method 
of our choice in most cases. 

3. Operate to deal with the infective focus and 
perform Caesarean section at the same time. Although 
this method was formerly condemned on the grounds 
that there was a tremendous risk of infection of the uterus 
and placental site, the advent of the antibiotics has 
rendered it a more reasonable procedure. If infection 
can be controlled, this method certainly improves the 
chances of the baby and obviates the risks of uterine 
inertia. In America, where extraperitoneal section is 
popular, it is recommended by many as the best for both 
mother and child. It is probably the best method when 
the patient is in labour. 

4. Operate to deal with the infective focus and perform 
Caesarean hysterectomy at the same time. The obvious 
disadvantages of this method are the greatly increased 
operative risk to the mother, and it should never be 
attempted by the inexperienced. There is also the 
inevitable sterilization but on the other hand the risks of 
infection are less than in cases where Caesarean section 
alone is performed. We would recommend it only in 
cases where there is a very potent reason for saving the 
infant, e.g. the elderly primigravida, and the bulky uterus 
compromises adequate access to the primary focus. 


A case in point was Mrs. V.D., referred to above. She had had 
2 previous pregnancies but had lost the second child 7 years 
previously, and presented with signs of spreading peritonitis at 
term. This appeared to have commenced in the left lower quadrant. 
A laparotomy pus was found in the peritoneal cavity but its origin 
was obscured by the enlarged uterus. Caesarean hysterectomy was 
performed and then the source of the infection was found in torsion 
of the appendices epiploicae of the sigmoid colon with perforation 
of the bowel. Her convalescence was uneventful and she was 
discharged on the 11th post-operative day. She started breast- 
feeding her baby as soon as she got home and continued to do so 
for 7 months. 


When acute inflammatory disease complicates the 
puerperium the management follows the usual lines 
adopted in the non-pregnant. As a rule diagnosis is 


delayed and the problem is one of dealing with spreading 
or diffuse peritonitis. 
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We have had one such case, viz. Mrs. E.I., referred to above, 
who perforated a carcinomatous ulcer on the 8th day of the puer- 
perium. She was in very poor condition because of previous 
vomiting and loss of blood, and although she perforated in hospital 
the diagnosis was not made until 12 hours later. At laparotomy, 
an extensive carcinoma of the stomach with a large perforation was 
found and there was considerable peritoneal contamination. 
Simple closure of the perforation was impossible and a partial 
gastrectomy was performed. She made an excellent recovery 
was discharged with her baby on the 14th post-operative day. 


OBSTRUCTIONS 


Obstructive lesions of the gastro-intestinal, biliary and 
urinary systems account for less than 20° of surgical 
emergencies during pregnancy. 

Gastro-Intestinal obstructions are the most important 
from the surgical point of view. Biliary and renal colic 
may give rise to difficulties in diagnosis but do not as a 
rule constitute a surgical emergency and will not be dealt 
with in this paper. The gastro-intestinal obstructions are 
conveniently divided into (1) those of the stomach and 
duodenum and (2) lower intestinal occlusions. 


1. Stomach and Duodenum 


In obstructive lesions of the stomach and duodenum 
the presenting symptom is vomiting. In the early months 
of pregnancy this is easily mistaken for morning sickness 
and later is perhaps attributed to toxaemia. Only too 
often the patient is then treated accordingly without 
further investigation. Errors can only be avoided if the 
possibility of a complicating surgical lesion is constantly 
borne in mind when persistent vomiting occurs in a 
pregnant woman. It is seldom that more than occasional 
vomiting is due to the pregnancy itself and every patient 
that continues to vomit must be adequately investigated. 
The character of the vomitus is important—if it contains 
no bile the most probable cause is obstruction of the 
stomach. The presence of pain is also important. 
Although epigastric pain may occur in toxaemias, 
definite colic associated with the vomiting should suggest 
the possibility of upper intestinal obstruction. The final 
diagnosis depends on radiological investigation—plain 
films of the abdomen or barium studies. 

The lesions which merit mention are hiatus hernia, 
pyloric stenosis and intestinal malrotation: 

Hiatus Hernia is comparatively common during preg- 
nancy and probably accounts for many symptoms which 
were formerly attributed to hyperchlorhydria and 
regarded as physiological. The most important symptom 
is heartburn, which is commoner in the sliding variety 
of hernia, is characteristically aggravated by lying down 
and stooping forward, and becomes worse during the last 
trimester. However, persistent and even severe vomiting 
may occur, particularly during labour, and may culminate 
in haematemesis. It occurs in both the sliding and rolling 
types of hernia but is commoner in the latter. After 
delivery the symptoms abate and the hernia becomes 
much smaller. 

Diagnosis depends on an awareness of the condition 
and appropriate radiological investigation. Generally 
speaking, treatment during pregnancy should be con- 
servative, but if severe complications develop surgery 
may be necessary. We have had 2 cases that required 
operation: 
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Mrs. M.W., a 31-year-old, 24-week-pregnant, 2nd gravid patient, 
consulted us about severe heartburn and troublesome vomiting 
during her pregnancy 1 year ago, which culminated in a massive 
haematemesis and death of the foetus at 30 weeks. Barium meal 
revealed a large sliding hiatus hernia. Because of her previous 
history the hernia was repaired during pregnancy by the trans- 
thoracic approach. She made an uninterrupted recovery and was 
discharged on the 14th day. Fourteen days before term she was 
re-admitted in labour and delivered herself of a healthy infant. 

Mrs. D.G., a 29-year-old, 27-week-pregnant, 3rd gravid patient, 
was admitted to hospital because of persistent vomiting of 3 days’ 
duration. She was emaciated, dehydrated and suffering from 
carpopedal spasms and had been sent in as a case of hyperemesis 
gravidarum. Clinical examination was essentially negative but it was 
noticed that there was no bile in her vomitus. A plain X-ray 
followed by a barium meal revealed a large rolling (para- 
oesophageal) hiatus hernia with volvulus of the stomach causing 
pyloric obstruction. She was treated by gastric suction and intra- 
venous fluids and settled down. Two months later she had a similar 
attack which again responded to conservative therapy. At 36 
weeks Caesarean section was performed and the presence of the 
large hernial orifice confirmed. Thereafter she was reasonably well 
but still vomited on occasions and failed to gain weight. Six months 
after the delivery the hernia was repaired by the transabdominal 
— Since then she has gained weight and had no further digestive 
trouble. 


Pyloric Stenosis. Since peptic ulceration is so un- 
common during pregnancy, benign cicatricial pyloric or 
duodenal obstruction is very rare. On the other hand 
pregnancy affords no immunity to carcinoma and indeed 
often aggravates its growth. The obvious conclusion is 
therefore that when a pregnant woman develops 
symptoms of pyloric stenosis a gastric neoplasm must 
always be suspected and varium-meal examination 
carried out. We have had a case in point: 


A 36-year-old 24-weeks-pregnant primigravid was admitted as a 
case of hyperemesis gravidarum in a semicomatose condition. Her 
presenting symptom was persistent vomiting. The vomitus was 
foul-smelling and dark but contained no bile. After resuscitation 
a barium meal was done, which revealed a carcinoma of the pylorus. 
Laparotomy confirmed the diagnosis and gastrectomy was per- 
formed. Five days later she aborted but thereafter her convalescence 
was uneventful. 


Intestinal Malrotation. This is a condition which 
probably gives rise to symptoms much more frequently 
than is generally realized. The usual anomaly is mal- 
descent of the caecum with compression of the duodenum 
and a foreshortened attachment of the mesentery; this 
is very prone to intermittent volvulus, which causes 
further duodenal obstruction. Vomiting, which may be 
copius at times, is the most prominent symptom, although 
there is usually a mild degree of intestinal colic. 
Symptoms date from early childhood. During pregnancy 
both the duodenal compression and the tendency to 
volvulus are aggravated and symptoms become more 
severe and persistent. Diagnosis again depends mainly 
on an awareness of the condition and is confirmed by 
varium studies. The following case illustrates the points: 


Mrs. A.S., a 22-year-old primigravid, was first seen by us when 
she was 20 weeks pregnant. She complained of persistent nausea 
since the 6th week of pregnancy and episodes of vomiting associated 
with slight abdominal colic. The vomitus contained bile and 
relieved the pain. During the past 2 weeks the vomiting had 
increased in frequency and quantity and she recognized old food in 
it. Treatment along the usual lines for morning sickness and 
hyperemesis had failed to relieve the symptoms. 

Her previous history was of interest. Since childhood she had 
had attacks of vomiting associated with abdominal colic, which 
lasted for a few days with periods of relief lasting up to 2 months. 
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She had always been severely constipated and could not gain weight. 
During childhood she had been treated as a case of cyclical vomiting 
and during adolescence the diagnosis was spastic colon, in spite of 
the fact that a barium meal revealed transposition of her abdominal 
viscera and some obstruction at the duodeno-jejunal flexure. We 
made a diagnosis of malrotation with subacute intestinal obstruction 
and confirmed it by barium meal. 

At laparotomy the diagnosed was confirmed and Ladd’s opera- 
tion was performed. She left hospital on the 12th post-operative 
day and at term she produced a healthy 7-Ib. baby. 


2. Lower Intestinal Obstruction. Intestinal obstruction 
is very rare during pregnancy and reported incidence 
rates vary from | in 7,000 to | in 64,000 deliveries. In 
a recent review of 206 cases of intestinal obstruction at 
Groote Schuur Hospital Professor Erasmus found none 
in pregnant women. When it does occur it is usually 
due to post-operative adhesions and the usual site is the 
lower ileum. 


This was the case in one of our patients, Mrs. F.D., a 20-year-old 
primigravida, who developed acute intestinal obstruction in the 
14th week of pregnancy. 


Although hernia is quite common in pregnant women 
incarceration or strangulation rarely occur because the 
growing uterus pushes the contents of the sac away from 
the hernial opening and produces a temporary cure. 
During labour the opening is usually closed and even 
strong bearing-down efforts do not cause enlargement of 
the hernia. On the other hand incarceration may occur 
if the bowel is adherent to the sac. In the puerperium the 
opening is enlarged and strangulation more likely. 


We have had 2 cases that developed complications in herniae; 
in one of them a para-umbilical hernia became incarcerated in the 
20th week of pregnancy, and in the other an umbilical hernia became 
strangulated on the 7th day of the puerperium. Both did well after 
operative treatment. 


Numerous other causes have been described, e.g. 
volvulus, intussusception, carcinoma of the colon, 
compression by the uterus, etc. The dominant symptom 
in all obstructions is colic. This is often not given the 
attention it deserves because it is accepted that pregnant 
women are prone to constipation, distension and attacks 
of colicky pain which are of no consequence. Moreover, 
the pain may be confused with that of threatened abortion 
or impending labour or even with biliary or renal colic. 
The result is that diagnosis is frequently delayed. The 
following points are important in coming to a diagnosis: 

1. Intestinal colic is usually central abdominal, while 
that of premature labour and abortion is situated in the 
lower abdomen often radiating from the back. 

2. Vomiting is a prominent symptom in intestinal 
obstruction but rare in uterine colic. 

3. Generally speaking, lack of physical signs in a 
patient with abdominal pain, nausea and vomiting should 
make one suspicious of intestinal obstruction. 

4. Palpation of the uterus during a spasm of pain may 
give valuable information. If the cause is uterine the 
organ will be felt to contract while in intestinal colic it 
remains soft. 

5. Auscultation of the abdomen is of the greatest 
importance. The first sign of mechanical intestinal 
obstruction is an exaggeration of the propulsive move- 
ments of the bowel coinciding with an attack of pain. 
The sounds of these movements can be clearly 
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appreciated with a stethoscope and are absent in uterine 
colic. 
6. A plain X-ray of the abdomen usually reveals 
diagnostic fluid-levels in cases of intestinal obstruction. 
The practice of administering diagnostic enemas is to 
be avoided during pregnancy because of the risk of 
abortion. 


Treatment 


This is surgical and must be carried out regardless of 
the presence of the pregnancy. Before viability the cause 
of the obstruction must be removed and nothing further 
done. After viability it may be necessary to perform 
Caesarean section at the same time, expecially if the bowel 
is not viable and resection is necessary. 


HAEMORRHAGE 


Severe internal haemorrhage in a pregnant woman is 
usually due to genital lesion, notably ruptured ectopic 
during the early months and accidental haemorrhage 
and rupture uterus during the later months. 

In addition, the pregnant woman appears to be pre- 


disposed to certain rare types of extra-genital 
haemorrhage, especially if there is toxaemia. These 
include spontaneous retroperitoneal haemorrhage, 


rupture of the liver, spleen or splenic artery, rupture of 
abdominal aneurysms and vessels in abdominal and 
pelvic tumours, and rupture of the inferior epigastric 
artery with the formation of a haematoma of the rectus 
abdominis muscle. All of these tend to occur during the 
last trimester or in labour. The diagnosis is usually 
simply that of internal haemorrhage and laparotomy 
should be performed provided accidental haemorrhage 
has been excluded. 

Much rarer causes of bleeding are hiatus hernia and 
peptic ulcer. In both there may be massive loss of blood 
which tends to occur at term, and the resulting anoxia 
seriously jeopardizes the life of the infant. A case of 
haematemesis due to hiatus hernia, which resulted in a 
foetal death has already been referred to. We have also 
had a case of massive bleeding from a duodenal ulcer 
which illustrates the complex problems that may arise 
when surgical diseases complicate pregnancy: 


Mrs. W.J.P., a 40-year-old, 30-weeks pregnant, Ilth gravid 
patient, was admitted to hospital in a collapsed state and in labour. 
She had been perfectly well until 6 weeks before admission. She 
then started experiencing epigastric pain, which became progressive- 
ly more severe and associated with vomiting. A week later her 
doctor diagnosed ‘morning sickness’ and this was confirmed by a 
second opinion. When she failed to improve on the usual treatment 
a third colleague was called in consultation and he diagnosed 
hepatitis, while a fourth thought she had acute cholecystitis. 
Treatment with injections resulted in slight improvement, but 2 
weeks before admission the pain and vomiting recurred, the latter 
then being dark in colour. Two days before admission she collapsed 
and her doctor then diagnosed concealed accidental haemorrhage. 

On admission she was severely shocked and anaemic (Hb. 6 g. °,). 
She was in labour with a footling presentation and a non-pulsating 
prolapsed cord. She received 5 pints of blood. 

Labour progressed normally but it was noticed that she was 
passing frequent, dark, foul-smelling stools and seemed to be 
losing ground. A stillborn 3 Ib. 8 oz. foetus was delivered and soon 
afterwards she passed masses of fairly fresh blood per rectum. 
Further blood transfusions were given and an emergency partial 
gastrectomy was performed 12 hours after delivery. The cause of 
her pain, vomiting and massive haemorrhage was a chronic 
penetrating duodenal ulcer with erosion of the gastro-duodenal 
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artery. Her recovery was uninterrupted and she was discharged 
on the 12th post-operative day. Subsequent inquiry revealed that 
she had had ulcer symptoms for more than a year. 


CONCLUSIONS 


Although pregnancy masks the symptoms and signs of 
acute abdominal disease, a timely diagnosis can usually 
be made with the aid of a careful history, a thorough 
examination, intelligent interpretation of the findings 
and an awareness of the various causes of such emergen- 
cies. We have dealt with the extra-genital surgical lesions, 
but in addition a large number of genital lesions and also 
medical disorders which may masquerade as surgical 
emergencies have to be considered in the differential 
diagnosis of the acute abdomen in the pregnant woman. 

Once the diagnosis has been established the treatment 
does not differ materially from that of similar emergencies 
in non-pregnant individuals. If operation can safely be 
postponed until after delivery it should not be done 
during pregnancy because of the risk of abortion and 
premature labour. On the other hand if the lesion con- 
stitutes an emergency there must be no delay and 
operative treatment must be carried out regardless of the 
presence of the pregnancy and regardless of the duration 
of gestation. 

The usual pre- and post-operative measures are 
adopted. In addition precautions are taken to minimize 
the risk of abortion. These include minimal interference 
with the bowel by avoiding enemas and purges, minimal 
interference with the genital organs during the operation, 
the administration of hormones (oestrogens and 
progesterones) and adequate sedation. 

Post-operative complications and their treatment are 
similar to those encountered in non-pregnant women 
and in addition there are the risks to the preg- 
nancy itself. There is a greater tendency to venous 
thrombosis and chest complications, partly due to 
the pregnancy and partly to delayed ambulation. 
It is therefore of paramount importance to en- 
courage active respiratory and other movements from 
the first day. A close watch must be kept for evidence 
of cough and thrombosis, which must be promptly 
treated. Should uterine bleeding be present, anti- 
coagulant therapy is risky. 

With team-work and modern methods of surgical 
technique, anaesthesia, resuscitation and parenteral 
fluid-therapy, together with the aid of antibiotics and 
hormones, operative procedures on the pregnant woman 
have become relatively safe. The greatest secret of 
success, however, is early diagnosis. It behoves us all to 
recall the classic words of Bacon published in his essay 
on Delay: ‘There is surely no greater wisdom than well 
to time the beginning and onset of things.’ 


BIBLIOGRAPHY 


Aird, I. (1949): A Companion in Surgical Studies. 
E. & S. Livingstone, Ltd. 

Alders, N. (1951): Brit. Med. J., 2, 1194. 

Annotation (1953): Jbid., 2, 873. 

Baer, J. L., Reis, R. A. and Arens, R. A. (1932): J. Amer. Med. 
Assoc., 98, 1359. 

Cassel, W. J. and Malewitz, E. C. (1950): Jbid., 142, 1139. 

Chapman, E. R. and Williams, P. T. (1950): Amer. J. Obstet. 
Gynec., 60, 1378. 

Child, C. G. and Douglas, R. G. (1944): Jbid., 47, 213. 


Edinburgh: 


| 


11 September 1954 


Cope, Z. (1942): The Early Diagnosis of the Acute Abdomen, 
8th ed. London: Oxford University Press. 

Dorset, E. L. (1951): Southern Med. J., 44, 496. 

Dutton, W. A. W. and Bland, H. J. (1953): Brit. Med. J., 2, 864. 

Erasmus, J. F. P. (1954): S. Afr. J. Clin. Sci., 5, 1. 

Fahmy, E. C. (1944): Edin. Med. J., 51, 229. 

Feresten, M. (1950): New Engl. Med. J., 242, 997. 

Greenhill, J. P. (1950): Surg. Clin. N. Amer., 30, 175. 

Hamlin, E., Bartlett, M. K. and Smith, J. A. (1951): New Engl. J. 
Med., 244, 128. 

Howkins, J. (1950): Brit. Surgical Practice, 7, 116. 

Hugenberger, F. C., McCord, J. and Hendricks, C. (1950): Ohio 
St. Med. J., 46, 789. 

James, D. (1948): Brit. Med. J., 2, 74. 

Idem. (1950): Ibid., 2, 24. 


Acetazoleamide (Diamox-Lederle) is a diuretic which 
acts by inhibition of the renal enzyme carbonic anhy- 
draze, resulting in loss of bicarbonate which carries out 
sodium, water and potassium in the urine. 


CASE HISTORY 


B.L., a 70-year-old European male, gave a history of 4 attacks of 
rheumatic fever in England between the ages of 12 and 24 years 
(i.e. 1896-1908). In 1910 he developed palpitations with breathless- 
ness on exertion; he was told that he had an enlarged heart. From 
1910 to 1940 he suffered from periodic attacks of bronchitis, as 
well as nosebleeds, abdominal distension, swelling of the legs, 
breathlessness at night and an irregular pulse-rate. Periodically 
he was admitted to hospital, and he states that he was treated with 
penicillin for subacute bacterial endocarditis. In 1946 he suffered 
en embolism in the left leg. 

From October 1953 the breathlessness became steadily worse, 
and he was obliged to spend 4 days out of 7 in bed each week. 
A motor-drive would upset him; the Mersalyl he was given caused 
diarrhoea; he suffered a searing upper abdominal pain on rising 
or going to stool; his feet became swollen and his voice hoarse. 


Physical Examination 


Bilateral varicose veins were present in the legs, and oedema over 
the ankles and the sacrum. 

Pulse-rate 64 per minute, fibrillating and collapsing; blood- 

pressure 175/75 mm. Hg; jugular venous pressure 9 mm.Hg. All 
peripheral pulses were palpable except the left posterior tibial 
artery. 
_ Praecordially the typical systolic expansile wave of tricuspid 
incompetence was present. Apex beat was in the 6th left interspace 
in the anterior axillary line, with left ventricular thrust and a 
systolic thrill. On auscultation a mitral systolic and mid-diastolic 
murmur was heard at the apex. In the 4th left interspace a systolic 
snap (? opening of the mitral valve) and an early diastolic murmur 
were heard. 

Crepitations were heard at both bases. The liver was palpable 
5 finger-breadths below the costal margin, and the spleen 3 finger- 
breadths (these two signs had apparently been present for many 
years). There was complete paresis of the left vocal cord. 

Investigations: Urine: S.G. 1010, albumen present. 

Electrocardiogram showed left ventricular hypertrophy and 
auricular fibrillation. 

Blood urea 88 mg. %. 

Chest X-ray and screening revealed both left and right ventricular 
hypertrophy, a calcified mitral valve and an enlarged left auricle. 
A rounded shadow in the left lung field suggested the presence of a 
cyst. 
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Diagnosis: Chronic rheumatic disease, with mitral stenosis 
and incompetence, and incompetence of the tricuspid and aortic 
valves. 


COURSE AND COMMENT 


The patient was admitted to hospital, placed on a low 
salt diet, and treated with 1 gr. of digitalis daily. Succinyl- 
sulphathiazole was given for the diarrhoea. Mersalyl, 
2 c.c. weekly, was resumed after 10 days in hospital. 

There was no improvement on discharge from hospital. 
While one wanted to keep the patient ambulant, the 
severe dyspnoea and epigastric pain prevented this. The 
urinary output, which was 105 oz. on the day following 
the injection of mersalyl coupled with ammonium 
chloride and vitamin C, dropped to 70 oz., and the 
dyspnoea increased. The pulse, however, remained 
steady between 70 and 80 beats per minute on digitalis, 
gr. 1-2 daily, and aminophyllin, gr. 14 t.d.s. Mersalyl, 
2 c.c., was given twice a week, producing with each 
injection 65-70 oz. of urine, and the resultant diarrhoea 
was treated with kaolin and succinylsulphathiazole. 

Subjectively, the patient was no better; he said his 
stomach was ‘dragging from his throat and ears, and it 
felt as if his ribs were being crushed in’; he was extremely 
dyspnoeic, remaining almost continuously in an upright 
position in bed; and he had lost his appetite. 

This was the position in February 1954, when a limited 
quantity of Diamox was obtained. The patient was now 
given 250 mg. of Diamox (i.e. one tablet) 3 times a day, 
in addition to the mersalyl; and immediately an improve- 
ment in his condition was noted. The urinary output 
increased to 100 oz. on the day of the mersalyl injection, 
the subjective symptoms receded, the oedema of the legs 
subsided, and—most noticeable of all—his appetite 
returned. After a weak the dose was reduced to 250 mg. 
twice a day, and after another week it was possible to 
revert to 2 c.c. of mersalyl once a week, and even once 
every 10 days, with a maintenance dose of 250 mg. a day 
of Diamox. 

At this stage the stock of Diamox ran out and 3-4 weeks 
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elapsed before a fresh supply could be got. By this time 
the patient’s condition had deteriorated markedly. 
For the past 2 weeks Diamox has again been given, 
and the patient is decidedly improved, but the response 
to the drug has not been as good as on the first occasion. 
This may be due to excessive depletion of potassium and 
over-hydration of the cells of the muscles.' Nevertheless 
there seems to be no doubt that Diamox had a decidedly 


PASSING EVENTS : 


A meeting of the Cape Town Medical Women’s Sub-Group will 
be held in the Doctors’ Room at the Medical Library, Medical 
School, Observatory, Cape, on Monday 20 September at 5.15 p.m., 
when a discussion will be held on ‘Sterilization of Female Alcoholics 
and other Degenerate Types’. 

* * * 


Members will be interested to know that Dr. R. Lane Forsyth’s 
presidential (valedictory) address to the Cape Western Branch 
of the Association, as published in the Journal,’ has been re- 
published in the Canadian Medical Association Journal* under 
the title, ‘What is Wrong with Medicine’? and with the Editorial 
note, ‘Its modesty, sincerity and insight make it well worthy of 
reproduction’. 


1. S. Afr. Med. J., 20 March 1954: 28, 245. 
2. Canad. Med. Assoc. J., July 1954: 71, 78. 
* * 


Union Department of Health Bulletin: Report for the 7 days 
ended 26 August 1954: 

Plague: Nil. 

Smallpox: Nil 

Typhus Fever. Cape Province: One (1) Native case in the Krom- 
spruit location and one (1) fatal Native case in the Umlamli 
location. Both locations are in the Herschel district. The diagnosis 
of both cases has been confirmed by laboratory tests. No further 
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beneficial effect in this, one of the most intractible types 
of cardiac case. It is good to know that there is something 
to fall back on when mersalyl, ammonium chloride and 
digitalis fail to control, and the patient remains alive 
but distressed, uncomfortable and in pain. 
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IN DIE VERBYGAAN 


cases have been reported from the Stutterheim district since the 
notification of 29 July, 1954. This area is now regarded as free 
from infection. Natal: No further cases have been reported from 
the Louwsburg district since the notification of the 29 July, 1954. 
This area is now regarded as free from infection. 
Epidemic Diseases in Other Countries. 

Plague: Nil. 

Cholera in Chalna, Dacca (Pakistan). 

Smallpox in Chittagong, Dacca, Karachi (Pakistan); Bombay 
(India); Phanthiet (Viet-Nam). 

Typhus Fever: Nil. 

* * * 


Dr. M. M. Suzman has left for Great Britain and the U.S.A. 
and will be away for 3 months. He will attend the Second World 
Congress of Cardiology and the 27th Annual Scientific Sessions 
of the American Heart Association, to be held in Washington 
D.C., where he will read a paper on The evaluation of long-term 
continuous anticoagulant therapy on the prognosis of myocardial 
infarction, written in collaboration with Dr. H. D. Ruskin and 
Dr. B. Goldberg. At this Congress Dr. Suzman has been invited 
oo ont as Chairman of the Scientific Session on Peripheral Vascular 

isease. 

He will also attend the 8th Annual Meeting of the American 
Society for the Study of Arteriosclerosis to be held on 31 October 
and 1 November in Chicago. 


IN MEMORIAM 


A.rrep Cox, O.B.E., Hon. M.A. (DuRHAM), 


We regret to record the death of Dr. Alfred Cox, which took 
place on 31 August in Sussex, England. 

Dr. Cox was 88 years of age and for 20 years had been Secretary 
of the British Medical Association. In that capacity he made 
many friends in South Africa, particularly during his visit to this 
country in 1926. 

In his book to which we refer below he wrote, ‘I have had a 
happy life, and, nearing the end of it, have much to be thankful 
for. I can say, as few men can, that I have done just the work I 
wanted to do; and through it have made a host of friends, amongst 
whom have been many of the very salt of the earth’. 

‘Alfred Cox was born of working-class parents in Middles- 
brough on 5 May 1866. He was a rather delicate child. He ob- 
tained a sound elementary education at a Darlington school, 
under the headship of a man who made a great impression on 
him. After a short time spent in teaching he studied for the Civil 
Service, but while working in an insurance office in Carlisle he 
was persuaded by a young doctor to become his unqualified 
dispenser and assistant. From this small beginning he worked 
his way to a medical degree and a fairly flourishing practice in 
Gateshead. . . . From his early days in practice, Cox worked for 


friendly co-operation between doctors, founded a local medical 
society, and became interested in the B.M.A. In 1908 he gave 
up practice to become deputy medical secretary of the Association, 
and in 1912 was appointed Medical Secretary. He filled this 
responsible post for 20 eventful years." 

It was largely as the result of the helpful attitude of Dr. Cox, 
who visited this country as the representative of the B.M.A., 
that a constitution was agreed on in 1927 under which the branches 
of the B.M.A. in South Africa were federated as the Medical 
Association of South Africa (B.M.A.). This constitution remained 
in force until 1945, when it was amended to exclude reference 
to the B.M.A. as the ‘parent body’. Later a deed of affiliation was 
entered into between the two medical associations. 

A bond of affiliation was entered into during Dr. Cox’s period 
of office between the B.M.A. and the Canadian Medical Associa- 
tion, and in 1949 our own Association entered into a similar 
bond with our colleagues in Canada. The Association has a 
grateful remembrance of the part played by Dr. Cox in its con- 
stitutional development. 

Dr. Cox's book Among the Doctors,* based on his long experience, 
has been read with pleasure by many doctors in this country. 


1. Cope, Z. (1950): Brit. Med. J., 1, 995. 
2. London: Christopher Johnson, 1950. 


A GUIDE TO THE MAINTENANCE OF ETHICAL STANDARDS 


Under this title the Association has published a 24-page booklet 
which reproduces in full (a) the Hippocratic Oath, the International 
Code of Medical Ethics, the Declaration of Geneva and the 
Principles of Medical Certificates (all as adopted by the World 
Medical Association), (5) the Rules of the South African Medical 


and Dental Council ‘regarding conduct of which the Council may 
take cognizance’, (c) a General Code of Ethics, and (d) the Pro- 
cedure laid down by the Federal Council (March 1953) for Branches 
and Divisions of the Association in dealing with charges that a 
breach of an ethical rule has taken place. The book is furnished 
with an index. 
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BENADRYL, probably one of the most potent 
histamine antagonists, has proved to be of great value in 
the treatment of hay-fever, urticaria, vasomotor rhinitis, 


angio-neurotic oedema and, in the majority of cases, 


from allergy... 


gives long looked-for relief in the skin infections and 

pruritic conditions associated with allergy. The Parke Davis 
range of products which include Benadry! provide for oral 
administration, topical and ophthalmic application and a 
solution for injection where, in acute allergic 


conditions, rapid action is required. 


BENADRYL CAPSULES 
BENADRYL ELIXIR 
BENADRYL CREAM 


wom BENADRYL 


Cream and Lotion 
BENADRYL OPHTHALMIC 


BENYLIN EXPECTORANT A SUCCESSFUL ANTI-HISTAMINE 


BENADRYL EMPLETS 
BENADRYL PARENTERAL BD P. D. & CO. (PTY.) LTD., 


A-FEDRIN teot PARKE DAVIS & CO. 
Nasal Decongestant P.O. BOX 9971, JOHANNESBURG 


DISTRIBUTORS: 
LENNON LTD., P.O. BOX 8389, JOHANNESBURG, AND BRANCHES. 
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The origin and purpose of the book is indicated by Dr. Tonkin’s 
preface: 

‘In the course of the years of his practice, and especially in the 
early years, the medical practitioner is faced with the problem, 
“What should I do”? This little book seeks to tell him what is 
the right thing to do in regard to his conduct where there is any 
doubt in his mind. As in most professions, and, indeed, most 
occupations, a healthy conscience is the best guide to correct 


BOOK REVIEWS 
SPINAL EPIDURAL ANALGESIA 


Spinal Epidural Analgesia. By P. R. Bromage, M.B., B. S.(Lond.), 
F.F.A.R.C.S., D.A. (Pp. 123 + vii, with 41 illustrations. 15s.) 
Edinburgh and London: E. and S. Livingstone, Ltd. 1954. 


Contents: Introduction. 2. Anatomy. 3. Physiology. 4. Epidural Sunrees. 
} § eae of the Epidural Space. 6. Drugs, Equipment, Dosage. The 
Blood Pressure. 8. Continuous Epidural Analgesia. 9. Indications and AR. 
indications. Appendix. Authors Index. Subject Index. 


*.... This study originated as a reaction from the limitations of the 
relaxant techniques; these, notwithstanding their virtues, contribute 
nothing to the solution of the problems of operative blood loss and 
post-operative analgesia and encumber the anaesthetist with the 
treatment of paralytic apnoea.” With these words the author 
introduces a monograph which is based upon his own experience 
with over 1,000 cases of spinal epidural anaesthesia. There are 
many thoughtful anaesthetists and surgeons who will agree that 
fashionable practices are not necessarily the best, and such open- 
minded practitioners will enjoy reading and owning this small book. 

The anatomy and physiology of the epidural space is well 
presented and the author discusses in detail the origin of the 
apparent negative pressure found in the space, the various methods 
of identifying the space (he prefers that of Sicard and Dogliotti) 
and the site and mode of action of the analgesic solution. In the 
practical use of this method for intra-abdominal surgery, the 
author intentionally combines it with light inhalational and 
intravenous anaesthesia, and he has deliberately excluded the 
caudal approach. 

The author claims that epidural anaesthesia provides a prolonged 
differential spinal block without the disadvantages of a sub- 
arachnoid injection—a block in which analgesia and reflex flaccidity 
exist in the presence of unimpaired motor power, so that in 
abdominal surgery full spontaneous respiration can continue in 
spite of a completely relaxed abdomen. Varying degrees of hypo- 
tension may provide added facilities for the surgeon. Your reviewer 
‘was stimulated to follow the author’s method in a very small series 
and must agree with these claims. 

The publishers have maintained their usual high standard in all 
the aspects of this production. The diagrams and photographs are 
remarkable for their clarity and the author has provided ample lists 
of references for each chapter. ‘ 

C.S.J. 


MEDICINE 


Textbook of Medicine, 11th ed. Edited by Sir John Conybeare, 
K.B.E., M.C.(Oxon.), F.R.C.P., and W. N. Mann, M.D.(Lond,), 
F.R.C.P. (Pp. 905 + xvi, with 40 illustrations. 37s. 6d.) 
Edinburgh and London: E. and S. Livingstone, Ltd. 1954. 


Contents: 1. Infectious Fevers. 2. Infective Diseases. 3. Tuberculosis. 4. Venereal 
Disease. 5. Tropical Diseases. 6. Helminthic Diseases. 7. Poisonings and Intoxi- 
cations. 8. Disorders of the Endocrine System. 9. Diseases of Metabolism. 
10. Diseases of the Blood, Lymphatic Glands, and Spleen. 11. Diseases of the 
Alimentary Canal. 12. Diseases of the Liver, Gall-Bladder, Pancreas, and Peri- 
toneum. 13. Diseases of the Cardiovascular System. 14. Diseases of the 
Respiratory System. 15. Renal Diseases. 16. Affections of the Joints and Bones. 
17. Diseases of the Nervous System. 18. Psychological Medicine. 19. Common 
Diseases of the Skin. Appendices. Index. 


The present volume is the 11th edition of this text-book of medicine 
in 25 years. The fact that it is published within 2 years of its 
predecessor says a great deal for its popularity and for the advances 
of medicine in this time. Some of the sections have been extensively 
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conduct, so the medical practitioner should look upon this book 
as a supplement to his “inner voice”, which should, in the first 
instance, decide for him the conduct which is befitting to him as 
a doctor and a gentleman. It has been prepared under the authority 
of the Federal Council of the Medical Association of South Africa 
and is designed “to maintain the honour” of the profession’. 


The booklet is to be sent without charge to every member of 
the Medical Association of South Africa. It is obtainable from 
Head Office (P.O. Box 643, Cape Town) at 2s. 6d. a copy. 


BOEKRESENSIES 


revised and the section on chemotherapy has had to be relegated 
to an appendix in order to keep up with the rapid advances in this 
sphere. The aim has been to provide the essentials of medicine in 
as small a compass and at as low a price as possible without pro- 
ducing anything in the way of a synopsis, and in this the authors 
have succeeded. It is the essentials of medicine and nothing more. 
It is a book which has been, and will continue to be, used by the 
weak or average student. It contains enough information for the 
final M.B. for those candidates who do not aspire to honours. 

The text is factual and accurate, but could be improved in a 
number of places. The advice that active prophylaxis with tetanus 
toxoid in no way supersedes antiserum may need to be modified. 
Megaloblastic bone marrow should be mentioned in a discussion 
on pernicious anaemia as should the incidence of carcinoma of the 
stomach in this disease. The section on blood coagulation is 
lamentably poor, and the statement that females from a haemophilic 
family should not bear children must be elaborated. Transmission 
from haemophilic males is not mentioned. One looks in vain for 
a mention of the incidence of achlorhydria in apparently healthy 
people, for the opening snap in mitral stenosis, for the use of 
antihypertensive drugs in hypertensive encephalopathy and left 
ventricular failure, for anti-thyroid drugs in angina pectoris, and 
for a word on varieties of headache other than migraine. Certain 
treatment that is advised could be improved on; for example, 
quinidine (5 gr. repeated in 2 hours) for paroxysmal tachycardia, 
2-4 mg. of Vitamin K in severe liver disease, and the use (without 
qualification) of aureomycin in cases of subacute bacterial endo- 
carditis not responding to 4-hourly penicillin (why 4-hourly ?). 

The book is well produced, clearly printed, moderate in price and 
well entrenched in the hearts and minds of its readers. This edition 
is bound to receive as warm a welcome as the previous ones. 


GOLDEN JUBILEE OF ‘THE ANTISEPTIC” 


The Antiseptic: Monthly Journal of Medicine and Surgery, 
Golden Jubilee Number, April 1954. (Pp. 235-730 + xlviii. 
Annual subscription: Rs. 7-8-0. Foreign Rs. 10.) Madras, 
India: The Antiseptic. 1954. 


Contents: Fifty Years of Progress in Medicine. 2. Half a Century of Tropical 
Medicine. r Fifty Years of Nutrition Research in India. 4. The Progress of 
Pharmacotherapeutics During the Last Half Century. 5. Fifty Year's Progress in 
Diagnostic and Therapeutic Aids. 6. Advances in Psychotherapy During the 
First Half of the Twentieth Century. 7. Progress in Surgery. 8. Fifty Years of 
Urology. 9. Progress in Neurology. 10. Recent Advances in the Treatment of 
Some Orthopaedic Complaints. 11. March of Midwifery through the First Fifty 
Years of the Twentieth Century. 12. Fifty Years of Progress in Gynaecology. 

13. Progress in the Treatment and Control of Venereal Diseases. 14. Advances in 
Dermatology in the Last Twenty-five Years. 15. Fifty Years’ Progress in 
Otolaryngology. 16. Fifty Years of Paediatrics. 17. Recent Advances in Ophthal- 
mology. 18. Recent Advances in the Treatment of Hypertension. 19. Liver 
Function. 20. The Experiences in Military Medicine. 21. The Problem of Epilepsy 
in its Varied Aspects. 22. Poliomyelitis. 23. The Treatment of Diseases of the 
Thyroid Gland. 24. The Future of Antibiotics. 25. The Long Crusade Against 
Tuberculosis. 26. Encepnalomalacia in Children Resulting from Tuberculous 
Meningitis and Arteritis. 27. The Role of the General Practitioner in Tuberculosis 
Control. 28. Tuberculosis in Industry. 29. The Modern Concept of Convalescence 
and Rehabilitation. 30. Recent Advances in Thoracic Surgery. 31. Pitfalls in 
Surgery. 32. The Present Status of Surgery of the Heart. 33. Recent Advances in 
Genito-Urinary Surgery. 34. Thrombo-Angeitis Obliterans. 35. The Management 
of the Neurogenic Bladder. 36. Acute Post-Operative Dilatation of the Stomach. 
37. A Review of Some Orthopaedic Conditions. 38. Advances in the Diagnosis 
and Treatment of Cancer During the Last Twenty-five Years. 39. Plastic Surgery 
for Facial Defect. 40. Recent Advances in Anaesthesia. 41. Lymphoblastomas. 
42. Emergencies in Obstetric Practice. 43. Hormone Therapy in Gynaecology. 
44. Treatment of Genital Prolapse by Vaginal Hysterectomy and Vaginal Repairs. 
45. Therapy of Some Ocular Inflammations Based on Immunological Principles. 
46. Ocular Manifestations in Vitamin A Deficiency. 47. Detachment of the Retina. 
48. Plastic Lens in Cataract. 49. Advances in the Treatment of Leprosy. 50. Surgi- 
cal Trends in Leprosy. 51. Otosclerosis. 52. Tuberculosis of the Skin. 53. The 
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Mana it of Some of the Eczemas. 54. Rhinosporidiosis. 55. Nursing. 56. The 
First World Conference on Medical Education. 57. Medicine and Politics. 


$8. Medical Journalism in India. 


The Antiseptic, a monthly journal of medicine and surgery, 
published in Madras, India, celebrates its Golden Jubilee in this 
year’s issue for April. 

he volume is a truly monumental one of some 500 pages, which 
opens with a ‘foreword’ by a distinguished Indian doctor, Sir A. L. 
Mudaliar, now Vice-Chancellor of Madras University. 

There follows an interesting historical editorial with life-sketches 
of the founder, Dr. U. Rama Rau, and of Dr. T. M. Nair, the first 
editor, both of whom the reviewer had the pleasure of knowing. 

Then come some 20 letters of congratulation from politicians and 
medical men and a series of ‘Greetings’ from a wide range of 
medical journals, overseas as well as Indian, including the leading 
British and American ones and our own Journal. 

An interesting feature is a series of contributed articles on the 
progress of medical science during the 50-years life of The Anti- 
septic. 

These original articles summarize 58 separate branches of 
medicine which together cover nearly the whole field of medical 
science throughout the most active half-century of medical develop- 
ment. 

In addition to these ‘special’ features of this issue there are 
numerous abstracts and short items, while articles held over for 
subsequent issues amount to the staggering figure of 120 and form 
a reserve that would make any medical editor’s mouth water. 

The period covered by The Antiseptic’s 50 years of life—it was 
founded in 1904—has witnessed many distinguished medical men 
pass across the stage. Ronald Ross had retired from India before 
The Antiseptic’s birth but was actively working at the Liverpool 


CORRESPONDENCE 


THE PHYSICIAN’S PRAYER 


To the Editor: Ever so occasionally in the field of poetry a gem is 
born. I consider The Physician's Prayer’ to be one. I am not 
unmindful of its original source, but this merely emphasizes the 
flawless diction and inspiring message of Dr. Rieck’s adaptation 
from the prose. 

I hope that arrangements will be made for the verses to be 
printed and made available. I for one, would gladly, in exchange, 
give a donation to the Benevolent Fund, and I am sure that others 
would do the same. 


116 Cathcart House 
Van der Bijl Park 
Transvaal 

19 August 1954 


1. Rieck, A. (1954): S. Afr. Med. J., 28, 700. 


J. Steenkamp 


(Copies of the verses, suitably printed are in the Editor’s hands 
and are obtainable from him at Is. each. After deduction of postage 
any proceeds will go to the Benevolent Fund.) 


STERILIZATION AND THE LAW 


To the Editor: The attention of those interested in the subject 
of Voluntary Sterilization is drawn to the Medico-Legal section 
of the British Medical Journal of 7 August 1954. In this the medico- 
legal correspondent expresses the following opinion:' “There is 
little doubt that if ever a case of sterilization without good medical 
reasons—and “contraceptive sterilization” would be such a 
case—found its way into a criminal court, it would be held to be a 
criminal offence, consent or no consent. Happily, it does not 


appear that such a case has yet come before the courts’. 
R. Lance Impey 


Glencoe 

Talana Road 
Claremont 

1 September 1954 


1954, 2, 366. 


1. Brit. Med. J., 
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School of Tropical Medicine. Haffkine was busy making his plague 
vaccine at the Bombay Research Institute called after him. 
Donovan worked out the life-history of the Leishman-Donovan 
body in Madras and must have known Dr. Rama Rau. The names 
of Leonard Rogers, Megaw, Christopher Shortt and Chopra come 
to mind as outstanding in the investigation of disease during this 
period, while Henry Smith’s pioneer work in developing the 
modern technique of cataract extraction in the Punjab, and Elliott’s 
similar activities in Madras, should also be included. 

Up till 1947 when it voted itself out of existence the Indian 
Medical Service dominated the scene in India so far as modern 
medicine is concerned and nearly all the outstanding men were 
members of that unique Service, under whose guidance scientific 
medicine was introduced to India in competition with the indigenous 
systems of avurvedic and unani medicine. Hospitals were built, 
medical schools and colleges were founded, research institutes 
were established and successive generations of Indian youths were 
trained in scientific principles and practice as opposed to the 
dogmas and ritual of ancient empiricism. 

The volume under review is itself a tribute to the success of this 
training and a demonstration of the degree to which Western 
medicine has replaced the old systems. In this process The Antiseptic 
has played a notable part, having consistently opposed sham and 
charlatanism in medicine. 

Finally, it seems pertinent to remark on the fact that this Indian 
journal is published in English. Perhaps the greatest gift the British 
have given India in their association of 34 centuries is the English 
language to serve not only as a common means of communication 
in this sub-continent of many tongues, but also as an ‘open sesame’ 
to world knowledge. 


G.G.J. 


: BRIEWERUBRIEK 


HYPNOSIS IN MEDICINE 


To the Editor: 1 was pleased to read two articles in your last issue 
which mentioned hypnosis as a form of medical treatment. 

The first article was by Dr. Ben Bellon,’ who pointed out that 
psychotherapy helped many allergic subjects and that turgescence 
of the turbinates in allergic rhinitis has been produced and caused 
to disappear in certain patients under hypnotic suggestion. Dr. 
Bellon mentions ‘that the allergic subject inherits an unstable 
autonomic system and that the “soil” is an important factor in 
predetermining the incidence of allergy. This may be called the 
allergic state, and the subject will go through life in this state’. 
I think that this allergic state can be reversed in patients amenable 
to hypnotherapy, giving them a stable autonomic nervous system. 

It is well known that emotional states affect the nasal mucous 
membrane, and the rhinorrhoea which occurs in tension states 
may be aptly termed nasal neurosis. The occurrence of the honey- 
moon cold, the cold that follows a domestic row, and the cold 
that occurs before and during an examination are well known. 

The other reference is Dr. B. W. Levinson’s letter,? which 
records the removal of an impacted mandibular right third molar 
under hypnosis. I have collaborated in the removal of many 
teeth under hypnosis with Dr. S. Berkowicz and Dr. M. I. Benis- 
chowitz (dental surgeons). Dr. Levinson need not have injected 
the Ravocaine. He could have suggested to the patient that he 
was injecting a local anaesthetic and this would have been just as 
effective. Sterile water would have been as good as the Ravocaine 
in this deep hypnotic subject. 

Hypnosis as a form of psychotherapy is now firmly established. 
It is the subject of scientific enquiry all over the world. It is now- 
adays widely used in America and England in the psychosomatic 
diseases, psychoneurosis and obstetrics. 

Westminster House S. Kaimowitz, M.B., Ch.B. (Cape Town) 
122 Longmarket Street 

Cape Town 

28 August 1954 


1. Bellon, B. (1954): S. Afr. Med. J., 28, 742 (28 August). 
2. Levinson, B. W. (1954): Jbid., 28, 756 (28 August). 
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ALBUCID 10” 


OPHTHALMIC SOLUTION With METHYLCELLULOSE 


NEW ANTIBACTERIAL “CONTACT FILM” 


ALBUCID Ophthalmic Solution 10% with METHYLCELLULOSE combines the established 
prophylactic and therapeutic actions of ALBUCID Soluble (sodium sulphacetamide) with 
the emollient properties of | ETHYLCELLULOSE. 

This unique ophthalmic solution provides prolonged contact of the antibacterial agent 


with ocular tissue and at the same time practically eliminates transient irritant action. 


ALBUCID 10% with METHYLCELLULOSE is invaluable in mild or moderately severe 
eye infections and for prophylaxis. 


ALBUCID OPHTHALMIC SOLUTION 10% with METHYLCELLULOSE Pipette bottles of 15 cc. 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY on% 
SCHERAG (PTY.) LIMITED, JOHANNESBURG 
FOR AND UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 


CORPORATION - BLOOMFIELD, N.J. 


Roter Gastric Ulcer Tablets 


A method of treatment for ulcer patients “with effective results! 
Roter Gastric Ulcer Tablets scored remarkable and lasting successes in: 
gastric and duodenal ulcer, other complaints of the alimentary tract 


Extensive clinical investigations in many countries have confirmed the remarkable and lasting 
therapeutic results of the Roter Tablets in cases of the peptic ulcer, notably those resistant 
to other types of therapy. 


Within a short time after the application of the Roter course subjective complaints such 
es pain, epigastric disorders, etc. disappeor while the continued treatment gives objective 
results. 


You are invited to write for full information and a clinical trial supply. 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 
Distributors for South Africa and $.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; 
Durban, P.O. Box 1988. 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; 
Salisbury, P.O. Box 1691. 
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‘ASTHMA 
‘BRONCHITIS 
‘EMPHYSEMA 


are rapidly relieved by the 


INHALATION 
THERAPY 


| BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 
relief of all forms of bronchospasm, whether physical, nervous or allergic. 
ORITAX HAND INHALER 


table model and can be 2 
supplied with single or 

double bulb, also with PNEUMOSTAT ELECTRIC INHALER is suitable for 
bakelite stand. AC-DC of 90-110 volts or 200-250 volts, and is supplied 


Available in cartoned bottles of 12.5 gm. 
Avalaible with or 
without a Face Mask 
SUPER PAG is a large 


complete with two SUPER PAG Inhalers either of which 
is brought into use by a two-way tap 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconvenience. 


a Please write for technical data. e 
PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


RIDDELL HOUSE, 10-14, DUNBRIDGE STREET, LONDON €E.2. 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. Phone: 2-9521 
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DISTINCTIVE 
“HYPOTENSIVE 


PRODUCTS OF 


VERILOID (Plain) 


This unique alkaloidal extract of Veratrum 
viride is one of the big items in the hyper- 
tension field. Veriloid, generically designated 
alkavervir, is used in all types of hypertension 
of all grades and severity. In 2 scored 
tablets; bottles of 100 and 500. 


VERILOID-VP 
Veriloid with Phenobarbital 


Each scored tablet contains 2 mg. of Veriloid 
and 15 mg. of phenobarbital. Valuable when 
sedation is desired and to increase tolerance 
to Veriloid (plain) when side actions are 
an obstacle to arriving at a proper dosage. 
In bottles of 100 and 500. 


THE PARENTERAL SOLUTIONS OF VERILOID 


Solution Intramuscular Veriloid and Solution 
Intravenous Veriloid, containing respectively 
0.4 mg. and 1.0 mg. of alkavervir per cc., 
are invaluable emergency drugs for the treat- 
ment of hypertensive crises. The former is 
supplied in 2 cc. ampuls in boxes of 6, the 
latter in 5 cc. ampuls in boxes of 6, and in 
a combination pack of one 5 cc. ampul and 
a 20 ce. vial of diluent. 


Literature available on request from: 


AFRICA (PTY.) LTD. 


‘PREPARATIONS 


ORIGINAL 


RIKER RESEARCH 


RAUWILOID 


Provides a purified uniform extract of 
selected alkaloids (alseroxylon fraction) from 
Rauwolfia serpentina. Produces mild sedation, 
bradycardia and lowering of blood pressure 
with virtual freedom from side actions. 
Particularly valuable in treatment of mild 
and moderate hypertension. Supplied in 2 
mg. tablets; bottles of 50 and 250. 


RAUWILOID + VERILOID 


The apparent synergism between Rauwiloid 
and Veriloid is useful in treating severe and 
resistant hypertension, and in patients who 
cannot well tolerate Veriloid (plain). Each 
tablet contains 1 mg. of Rauwiloid, 3 mg. 
Veriloid. In bottles of 50 and 250. 


RAUWILOID+HEXAMETHONIUA 


Synergism between the Rauwiloid central 
vasodepressor action and _ the peripheral 
ganglionic blocking effect of the hexametho- 
nium certainly exists. Up to 50 per 
cent reduction in normal Hexametho- 
nium requirements can often be made. 
Together, these drugs produce better haemo- 
dynamic stability with marked decrease in the 
side effects usually experienced with hexa- 
methonium alone. Each tablet contains 1 mg. 
Rauwiloid and 250 mg. Hexamethonium 
Chloride Dihydrate. In bottles of 50 and 
250. 


P.O. Box 1355, Port Elizabeth 


and Los Angeles, Toronto, Loughborough 


3377-1 
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IN ARTIFICIAL FEEDING 


PONT DU_GARD 
Near NIMES 
FRANCE 

This famous bridge has survived the test of time COW & GATE not only reproduces mother's milk 

through the centuries since the Roman masons used in its natural body and bone building effects but 

their skill in its construction. The history of infant it also has the purity and freedom from contamination 


and the high degree of digestibility that one associates 
with breast milk. 
The creamy appetising powder is made up in a 


foods is more restricted in time but for more than 
40 years COW & GATE MILK FOODS have demonstrated 


their valve. moment by the simple addition of hot (boiled) water. 

In bridging the gulf between breast and bottle feeding, THE FOOD IS FORTIFIED BY THE ADDITION OF 
when the former is impossible or inadequate, VITAMIN D320 1.U. per OUNCE AND IRON | mgm. 
COW & GATE MILK FOOD can play a vital port. per OUNCE. 


Particulors of this and other Cow & Gate preparations for specialised infant feeding will be gladly forwarded on request 


COW & GATE LTD 


GUILDFORD SURREY 
Distributing Agents, B. P. Davis Lid, P.O. Box 3371, 
Johannesburg, and at Cape Town, Durbon, Port Elizabeth 


* Adequate and regular supplies are now available 
end East London 


Vitamin 


@ OCEAN GOLD HAKE LIVER OIL 
10,000 1.U. “A” and 200 1.U. “D" per gm. 
6-oz. and 3-oz. Bottles. 


@ OCEAN GOLD NO. 50. . . STONEBASS 
50,000 1.U. “A” and 5,000 I.U. “D" per gm. 
5-c.c. Dropper Bottle. 


@® OCEAN GOLD CAPSULES 
5,000 1.U. “A" and 500 I.U. “D” per capsule. 
Bottles of 35. 


@ OCEAN GOLD HAKE LIVER OIL & MALT 
1,000 1.U. “A” and 200 1.U. “D" per gm. 
I-Ib. Jars. 


@ OCEAN GOLD ANTI-ANAEMIA TABLETS 
Contains the B,. Vitamin. In bottles of 50. 


RECOMMEND THESE PRODUCTS WITH CONFI- 
DENCE . . . they are better in quality, better in 
presentation and for cheaper in price than the 
imported article. 


3883 


We supply in bulk to Hospitals, Clinics, etc. — Samples, Literature and any further information forwarded on request 


VITAMIN OILS LTD., EAST QUAY, DOCKS, CAPE TOWN, P.O. BOX 1628 
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Tell a friend the whys and wherefores 


of VICEROY superiority — good tobaccos 


—properly matured — well packed. 
But ask him tomorrow why he smokes 
them and he'll repeat what he’s always 


said—‘because they're the 


finest cigarette money 


can buy.” 


WILLS’S 


VICEROY 


of course! 


PLAIN CORK FILTER 


| 


| 


VIR GENEESKUNDE 


PHEVITAN 


does 
double 
duty... 


These tablets, consisting of our 
well known Petervite B Formula, 
plus Phenobarbitone, provide the 
benefits of the Vitamin B Com- 
plex supplementation as well as 
Phenobarbitone, which exerts the 
sedation required for patients 
complaining of nervousness, 
fatigue and anorexia. 

In PHEVITAN, we have departed 
from the normal method of 
manufacture by the inclusion of 
the Phenobarbitone in the sugoar- 
coating. By this method of 
administering the sedation, the 
patient will receive immediate 
benefit and a feeling of euphoria 


THE SEDATION IS IN THE SUGAR COATING 


Manufactured in South Africa by 


PETERSEN'S 


xxiii 


is the result. This is so vital in 
nervous patients 

The formula: Each tablet con- 
tains: Vitamin B;, 2 Mgm.; Vito- 
min Bs, 1.5 Mgm.; Vitamin Be, 
0.25 Mgm.; Nicotinamide, 20 
Mgm.; Calc. Pantotherate, 2.5 
Mgm.; and Phenobarbitone, } Gr. 
The dosage: One tablet before 
meals and at bedtime. If desired, 
the bedtime dose may be _ in- 
creased to three tablets for 
several evenings until the daytime 
dosage has taken effect. 
PHEVITAN TABLETS are supplied 
in: 40's, 100's and 500's. Price 
to the patient: 40's — 4/6, 100's 
—9/6, 500's — 42/6 


STANDARDISED | 


EN LTD, 


Established 1842 


P.O. Box 38 


CAPE TOWN DURBAN 


P.O. Box 2238 
SALISBURY 


113, Umbilo Road 


P.O. Box 5785 


JOHANNESBURG 
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CLINITEST 


(BRAND) 


URINE-SUGAR DETECTION 
SIMPLE + SWIFT + DIRECT 


Everything needed for reliable urine- 
sugar testing in one set! Each Clinitest 
Reagent Tablet contained in the set 
contains all reagents required for copper 
reduction test. No external heating nec- 
essary—tablets generate heat on dis- 
solving. To perform test, simply drop 
one tablet into test tube containing 
diluted urine. Wait for reaction, then 
compare with color seale. Tablet refill 
available from your Chemist. Ideal for 
doctor, patient or laboratory. 


Contact our 
representative for 
literature, today! 


AMES COMPANY, INC. 
Elkhart, Indiana, U.S.A. 


EXCLUSIVE DISTRIBUTOR: 


Professional Pharmaceuticals Ltd. 
Campaign House 

19 Ramsey Street 

P.O. Box 2515 

Johannesburg 

Seuth Africa 


Iscor 


VACANCY FOR CHIEF MEDICAL OFFICER 


Applications for the above post, with Headquarters in Pretoria, 
are invited from suitably qualified practitioners with administra- 
tive and organising ability. Experience in the industrial medical 
field will be taken into consideration. 

The commencing salary will be determined in relation to quali- 
fications and previous experience of the successful applicant, 
who will also be paid a motor car allowance. 

Cost of living allowance will be paid in accordance with the 
Corporation’s scheme, and a leave bonus equivalent to one month’s 
basic salary is paid, on taking not less than 15 consecutive days 
vacation leave in any anniversary year. 

The successful applicant will be required to submit a satisfactory 
certificate of good health and the appointment will further be 
subject to the Corporation's general Conditions of Service. 

Applications must be received not later than 31st October, 
1954, and the successful applicant will be required to assume 
duty on or about Ist January, 1955. 

Application forms together with full particulars will be for- 
warded to bona fide applicants on written application to the 
undersigned. 

A. E. Hardenberg 
South African Iron & Steel Personnel Manager 

Industrial Corporation, Limited 

P.O. Box 450 


Pretoria 
27 August 1954 


Yskor 
VAKATURE VIR HOOF-MEDIESE BEAMPTE 


Aansoeke om bogemelde pos, met Pretoria as hoofkwartier, 
word ingewag van behoorlik gekwalifiseerde praktisyns met 
administratiewe en organisatoriese bekwaamheid. Ondervinding 
van die mediese werk in die Nywerheid sal in aanmerking geneem 
word. 

Die aanvangsalaris sal bepaal word na gelang van kwalifikasies 
en vorige ondervinding van die suksesvolle applikant aan wie ook 
*n motortoelae betaal sal word. 

Lewensduurtetoeslag word betaal ooreenkomstig die Kor- 
porasie se skema terwyl ‘n verlofbonus gelykstaande met een 
maand se basiese salaris betaal word na voltooiing van ‘n jaar 
se diens en mits minstens 15 agtereenvolgende dae vakansieverlof 
geneem word. 

Van die suksesvolle applikant sal verlang word om 'n sertifikaat 
van goeie gesondheid voor te lé en die aanstelling sal verder aan 
die Korporasie se algemene diensvoorwaardes onderworpe wees. 

Aansoeke moet nie later as 31 Oktober 1954 ontvang word 
nie en daar sal van die suksesvolle applikant verlang word om diens 
te aanvaar op ongeveer | Januarie 1955. 

Aansoekvorms tesame met volle besonderhede kan deur bona 
fide applikante van ondergetekende verkry word. 

A. E. Hardenberg 
Suid-Afrikaanse Yster en Staal Personeelbestuurder 

Industriéle Korporasie, Beperk 
Posbus 450 
Pretoria 
27 Augustus 1954 


REQUIRED: ASSISTANTSHIP WITH VIEW TO 
PARTNERSHIP 


Experienced general practitioner with higher surgical qualifications 
eligible for specialist register, seeks opportunity in established 
practice which offers real scope for major surgery. 


Write A.V.W., P.O. Box 643, Cape Town. 


11 September 1954 


Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICES FOR SALE 


(PD25) Durban. House and practice available, suitable for a 
surgeon. Details on application. 

(PD /27) Drakensberg Native Reserve area. Dispensing practice 
established February 1954 on part-time basis. Cash takings 
approximately £400. Buyer to take over drugs at cost, approxi- 
mately £150 and equipment £60. Goodwill to be calculated as a 
percentage of the takings at the end of July. 

(PD28) Durban. General practice also non-European surgery. 
Owing to ill-health owner wishes to sell as soon as possib 
Before illness gross income £3,000 per annum. Premium £2,000. 
House for sale. 

(PD29) NATAL SOUTH COAST. PRESCRIBING AND 
DISPENSING. GROSS INCOME APPROXIMATELY £4,000. 
PREMIUM £1,250. HOUSE FOR SALE. 


LOCUMS REQUIRED 


(B2) Zululand. For two months or possibly longer. £2 12s. 6d. per 
day, all found and car allowance. 

(H3) NATAL INLAND. DELIGHTFUL HOSPITAL TOWN 
LOCUM REQUIRED FROM | SEPTEMBER FOR 3 WEEKS. 
£3 3s. Od. per day, ali found plus car allowance. Own car essential. 


ASSISTANT REQUIRED 


(AM2) Assistant required for trial period. If suitable partnership 
will be offered. General practice in select area approximately 
20 miles from Durban. 

(AM4) ASSISTANT WITH VIEW. TERMS TO BE ARRANGED 
or LOCUM DURING FOUR MONTHS ABSENCE OF ONE 
PARTNER. COUNTRY PRACTICE NEAR PIETERMARITZ- 
BURG. £3 3s. Od. per day, all found. Car essential. IMMEDIA- 


TELY. 
INSTRUMENTS FOR SALE 


Two Electrocardiograph machines in first class order. Owner 
acquiring self-reading machine. Offers to be made. 

Davidson Pneumothorax apparatus. Practically new. Any offer 
considered. 

Super-sonic (Impulsaphon) Machine in perfect condition. £250 
immediate sale. 


* * * 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephones 44-9134—5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone, 44-9134-5, 44-0817 


PRACTICES FOR SALE—PRAKTYKE TE KOOP 
Tel. Add. : ‘Serpent’ 


(Pr-S147) Ophthalmic practice. Owing to the retirement of the 
owner, an ophthalmic surgeon has the opportunity of taking 
over the practice, without having to pay goodwill and without 
any deposit. The instruments and equipment could be acquired 
at about quarter of the original price, and must be seen to be ap- 
preciated. 

(Pr-S149) Pretoria. Goedgevestigde praktyk, met oordraagbare 
aanstellings van ongeveer £125 per maand. Privaatpraktyk bring 
*n verdere £175/£200 per maand in, en hierop kan nog verbeter 
word. Premie is £2,000 en sluit meubels, instrumente en medisyne- 
voorraad in. 

(Pr-S148) Northern Rhodesia. An exceptionally well-organised, 
high class practice in a large hospital town. Actual cash receipts 
£3,500 /£4,000 per annum. Expenses are approximately £750 
p.a. for salaries, rent, drugs and ‘phones. Will suit doctor with 
Surgery and/or Gynaecology as background. Practically no 
country travelling is done. Premium £1,500, for goodwill, intro- 
duction and equipment—£1,000 cash and balance on terms. 
(Pr-S146) Southern Rhodesia. Well-established practice, with 
transferable appointments of about £950 p.a. Private practice 


S.A. TYDSKRIF viIR GENEESKUNDE XXV 


brings in well over £300 per month. Excellent introduction will 
be given. Hospital facilities. Premium £1,800 and the following 
terms could be arranged: £600 cash and the remainder over two 
years. Premium includes furniture and instruments. 

REGISTERED OBSTETRICIAN AND GYNAECOLOGIST 


An assistant, preferably an Afrikaans speaking doctor is required. 
The assistantship will be offered for one year—this may be reduced 
under certain circumstances. At the end of this trial period, a 
partnership will be offered. Very large and busy practice. 
PART-TIME WORK OR ASSISTANTSHIP REQUIRED 
Part-time work or assistantship is required in Johannesburg. 
Mornings only. 
NURSING HOME FOR SALE 


Johannesburg. Maternity Home, 16 beds, fully equipped, as a 
going concern. If required, could be used as a convalescent or 
nursing home. 

4 * 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 

Waalstraat 35 : 35 Wale Street 

PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(1574) Cape Province, coastal town. Half share for sale in best 
class European practice owing to retirement of one partner. 
House with consulting rooms available. 
OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent practice with two appoinuments. 
ASSISTENTE /PLAASVERVANGERS 
ASSISTANTS /LOCUMS REQUIRED 


Locums and/or Assistants are urgently required for urban and 
rural areas. Details on application. 
CONSULTING ROOMS AVAILABLE 


(1618) (1422) (1579) (1694) in Cape Town. Available on tem- 
porary or permanent basis. Full use or to share. 

SPECIALIST PHYSICIAN 
Specialist practice offered for sale. Details on application. 


Suid-Afrikaanse Wetenskaplike en 


Nywerheidnavorsingsraad 


BEURS VIR NAVORSING NA OORSAKE VAN NARKOSE- 
STERFGEVALLE. 

Aansoeke word ingewag van gekwalifiseerde medici vir ‘n beurs 

van £1,000 om voltydse navorsing na die oorsake van sterfgevalle 

onder narkose te onderneem. Kennis van statistiek sal ’n aan- 

beveling wees. 

Die beurs is in die eerste instansie vir een jaar maar mag vir 'n 
verdere twee jaar hernu word. Die beurshouer sal in Pretoria en 
Johannesburg werk. 

Aansoeke waarin volle besonderhede vermeld word, moet die 
Sekretaris /Tesourier, W.N.N.R., Posbus 395, Pretoria, teen 30 
September 1954 bereik. 44400 


South African Council for Scientific 


and Industrial Research 


BURSARY FOR RESEARCH INTO CAUSES OF ANAESTHE- 
TIC DEATHS. 


Applications are invited from medically qualified persons for a 
bursary of £1,000 to undertake full-time research into the causes 
of anaesthetic deaths. Knowledge of statistics a recommendation. 

Bursary is initially for one year but may be renewed for a further 
two years. The bursar will work in Pretoria and Johannesburg. 

Applications giving full information to reach Secretary /Trea- 
surer, C.S.1.R., P.O. Box 395, Pretoria, by 30th September, 1954. 
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Vacant Part-time District Surgeoncies 


Applications for the undermentioned district surgeoncies accom- 
panied by full particulars as to date and country of birth, 
qualifications, experience, previous and present appointments of 
the applicants and the earliest date on which they can assume duty, 
if appointed, should reach the Secretary for Health, P.O. Box 386, 
Pretoria, not later than 22 September 1954. Copies of testimonials 
may be submitted. 

an by or on behalf of any applicant is liable to disqualify 


weThe appointments are on a part-time basis and private practice 
is not precluded. 

Applicants should state whether they have knowledge of both 
official languages, also whether they are competent to diagnose 
leprosy and venereal diseases. 

Applicants should also state whether they have any experience 
as a Medical Officer of Health or in any similar capacity. If more 
than one post is — for, a separate application should be 
submitted in respect of each 


Salary Drug Allowance 
Place per ome per — 

Cape Province: 

Brandvilei 250 30 

Fraserburg 200 45 

Nggeleni 400 30 

Pearston 200 25 

Port Alfred 250 15 

Rhodes 350 25 

Tabankulu 350 10 

Ugi 180 20 

Villiersdorp 90 20 
Transvaal: 

Allidays 350 25 

Zeerust 750 100 
Orange Free State 

Hertzogville 230 40 
Natal: 

Stanger 410 35 


The salaries cover all ordinary and routine services but travelling 
allowance of Is. per mile for all mileage travelled outside a radius 
of three miles from headquarters, night detention at 15s. and 
supplementary fees for certain other services will be payable, also 
fees for attendance at courts and inquests in accordance with the 
tariff of the Department of Justice. 

Forms of application and copies of draft agreement will be 
furnished on application. ents 


Provincial Administration of Natal 


VISITING SURGICAL REGISTRAR 


Applications are invited from Registered Medical Practitioners / 
Specialists for appointment to the post of Visiting Surgical Regis- 
trar at Addington Hospital, Durban. 

The appointment is for a period of two years and the remunera- 
tion (including Honorarium and Emoluments) is at the rate of 
£360 per annum. Duties will be laid down from time to time by 
the Medical Superintendent. 

This post does not carry any seniority on the Visiting Staff of 
the hospitals of the Natal Provincial Administration. 

Applications should include full details of qualifications and 
previous experience, and must be forwarded to the Medical Super- 
tendant, Addington Hospital, P.O. Box 977, Durban, to reach 
him not later than 28th September, 1954. = ant 


LOCUM WANTED 


Resident doctor urgently required till June 1955 for Mission 
Hospital for non-Europeans in the 21 miles from Tzancen. 
Hospital 100 beds, X-rays, Nurse Training Centre. Surgical and 
obstetrical experience required. Salary £100 per month. Doctors 
house. Apply: Medical Superintendent, P.O. Shiluvane via 
Letaba, Northern Transvaal. 


11 September 1954 


Provinsiale Administrasie van die 
Kaap die Goeie Hoop 
UNIVERSITEIT VAN KAAPSTAD: GBS 


AMENTLIKE 
MEDIESE PERSONEEL VIR GROOTE SCHUUR EN ANDER 
OPLEIDINGSHOSPITALE 


VAKATURE 


Aansoeke word ingewag van _ geregistreerde Geneeshere 
Pa Spesialiste) vir aanstelling tot die volgende pos: 
Departement van Patologie 

pos van Geneesheer, Graad D, met salaris volgens die skaal 
£1 ,500 per jaar. 

2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens, no. 19 van 1941, soos 
gewysig, en die regulasies wat daarkragtens opgestel is. 

3. ’n Lewenskostetoelae teen bedrae wat van tyd tot tyd deur die 
Administrateur vasgestel word, is aan voltydse beamptes en 
werknemers betaalbaar. 

4. Van die Gesamentlike Mediese Personeel word vereis om die 
Provinsiale Administrasie van die Kaap die Goeie Hoop en die 
Universiteit van Kaapstad gesamentlik te dien. 

5. Kandidate moet geregistreerde Spesialiste wees in die spesiali- 
teit waarin die vakature bestaan. 

6. Aansoek moet gedoen word op die voorgeskrewe vorm (Staf 
23) wat verkrygbaar is by die Direkteur van Hospitaaldienste, 
Posbus 2060, Kaapstad, of by die Mediese Superintendent van 
rp provinsiale hospitaal of by die Sekretaris van enige Skoolraad 

Kaapprovinsie. 

_ Die ingevulde aansoekvorms moet aan die Direkteur van 
Hospitaaldienste, Posbus 2060, Kaapstad, gerig word, en moet hom 
uiters op 30 September 1954 bereik. Kandidate moet die vroegste 
datum meld waarop hulle diens kan aanvaar. sarees 


National Hospital, Bloemfontein 
VACANCY : FULL-TIME CASUALTY MEDICAL 
OFFICER 


Applications are invited from registered medical practitioners for 
appointment to the above post at a salary of £1,200 per annum 
plus ruling cost of living allowance at Government rates at present 
£352 per annum for married persons and £110 per annum for 
unmarried, and free board and lodging or £100 per annum in 
lieu thereof to married officers who live out. The post is pensionable 
and the appointment is subject to the hospital regulations as 
amended. The duties include the following: 
(a) The immediate treatment of all Casualties brought to 
the department. 
(6) Treatment of hospital staff for minor ailments. 
(c) Routine medical examinations of nurses and new 
employees. 
(d) General supervision of the Admitting Office. 
(e) ‘Screening’ of patients for admission. 


Applications should reach the undersigned on or before 


11 October 1954 
J. W. Wessels 
26 August, 1954 Medical Superintendent 
B 214679 


Transvaal and Orange Free State 
Chamber of Mines 


SOCIAL SERVICES DEPARTMENT 
VACANCY FOR AN ASSISTANT MEDICAL OFFICER 


<oenoens are invited for the appointment of an Assistant 
edical Officer to the above Department. Experience in Social 
Medicine and /or Industrial Medicine will be an advantage. 
For full particulars please apply to the edie 
T. Mi 


P.O. Box 809 Manager 
Johannesburg 


& Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medical House, 
35 Wale Street, Cape Town. P.O. Box 643. Telephone 2-6177. Telegrams: ‘Medical’. 
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*DORMUPAX’, hypnotic agent 
whose high Sticacy erives primaril 
from its inclusion of calcium n-butyl-ally: 
IMPROVED barbiturate, provides per tablet— 

Calcium « 3.78 grains 
Carbromalum B.P.C.. .... . . 18 grains 


BARBITURATE Advantages: 


The therapeutic index of n-butyl-allyl-barbituric acid is superior 
to that of the majority of commonly used barbiturie acid 
0 F GO oD derivatives. It has also been shown that the quotient DE/DL i» 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged. After an average sleep duration of 8 hours, 
it is completely degraded to an indifferent form. 
COMPAT I BILITY The efficacy of * Dormupax’ is reinforced by carbromalum, a safe, 
prompt, medium-strength hypnotic which is free from after-effects. 
*DORMUPAX’ has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
AND WIDE efficacy is good on dosage of half a tablet in the afternoon and 

one tablet in the evening. After-effects are not observed. 
Excited insane patients tolerate 4 tablets daily in a course of 
2 to 4 days without deleterious after-effects. 


Insomnia due to psychic cause or pain— Insomnia, including in 
circulatory diseases or arteriosclerosie— Spastic vascular states. 


MARGIN 

Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets. 

Further information on dosage supplied in literature on request. 


Dormupax 


TRADE ware 


Packs: 


Standard Tube, 12 Tablets ; bottles of 250 ). 
of * Dormupax’ available on pe signed 
request of physicians only (Sch. IV) from the Medica) 


HOMMEL’S HEMATOGEN & DRUG CO. 

121 Norwood Road, London S.E.24 
Our Sole Agents for SOUTH AFRICA— Messrs. — LIMITED 
P.O. Box 39, CAPE TOWN . P.O. Box 24, ort ELIZABETH P.O. 66, DURBAN, 
NATAL « P.O. x 928, JOHANNESBURG, TRANSVAAL P.O. Box LONDON 


P.O. Box i102. BULAWAYO — Rhodesia + P.O. Box 379, SALISBURY, 
Southern Rhodesia 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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